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SUMMARY 
 
Background:  
 
In England, a Values Based Recruitment (VBR) policy intends to ensure that healthcare students’ 
individual values align with the values of the National Health Service (NHS) Constitution. However, 
students’ values may become compromised with increased clinical experience, due to, for instance, 
distress, negative role models and hidden curricula.  
 
Aim:  
 
To explore potential differences in values between first, second, and third year students of adult nursing, 
in order to theorise whether and how such students’ values may change over the duration of their 
programme, upon exposure to clinical practice environments.  
 
Objectives: 
 
1. To develop an instrument (Situational Judgement Test, SJT) that assesses students’ congruence 
with the NHS Constitution values, and whether these are prioritised. 
 
2. To establish whether the values (assessed using the SJT) of students with differing levels of 
experience (years one, two, and three – particularly clinical practice experience) vary. 
 
3. To generate insights into the considerations and reflections that students have regarding SJT 
items, and determine whether these vary between the different year groups. 
 
4. To verify and gain a deeper understanding of these findings in the context of students’ (practice) 
learning, as well as input for recommendations, through adult nursing Practice Liaison Tutors 
within the university.   
 
Methods:  
 
This research was granted a Favourable Ethical Opinion by the University of Surrey Ethics Committee. An 
SJT was developed (objective 1), and reliability and validity were determined with a pilot sample of 47 
volunteers. Subsequently, first (n=13), second (n=15) and third (n=9) year students (total N=37) 
completed the SJT and participated in discussion sessions (objectives 2 and 3). Analysis took place using 
inferential statistics and thematic methods. Afterwards, six tutors were presented with the findings and 
interviewed (objective 4).  
 
Findings:  
 
SJT scores were highest in year one and lowest in year three (significant difference between first and 
third year group, F=7.28, p=.002). First year students expressed idealism. Second and third year students, 
however, experienced organisational hierarchy and difficulty speaking up against poor practice on their 
placements, at times de-prioritising the NHS Constitution values in response. Tutors could relate to these 
findings and suggested strategies to support students. 
 
Discussion:  
 
Despite the VBR policy, students’ congruence with the NHS Constitution values may become 
compromised with increased clinical experience. Recommendations are made for education and 
placement organisations to prepare students for clinical practice, address hierarchy, and provide a safe 
and ethical learning environment.  
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GLOSSARY 
 
Allocentrism: The tendency towards focusing on others rather than the self (opposite of 
idiocentrism). 
 
Axiology: The general study of goals and values, and what people consider to be worthwhile. 
 
Hidden curriculum: Unofficial, unintended ‘lessons’ learned as a side-effect of one’s presence in a 
learning environment. Linked to socialisation and the transmission of values. 
 
Idiocentrism: The tendency towards focusing on the self rather than others (opposite of 
allocentrism). 
 
Internal goods (as described by MacIntyre, 1985): Goods that can be achieved intrinsically by 
participating in a practice, benefiting the community as a whole, rather than just the individual. 
Internal goods differ from external goods, such as money and power. 
 
Practice (as defined by MacIntyre, 1985, p. 187): ‘Any coherent and complex form of socially 
established cooperative human activity through which goods internal to that form of activity are 
realised in the course of trying to achieve those standards of excellence which are appropriate to, 
and partially definitive of that form of activity, with the result that human powers to achieve 
excellence, and human conceptions to the ends and goods involved, are systematically extended.’ 
 
Values as principles (as described by Parks & Guay, 2009): Guiding principles about how one ought 
to behave. These are not necessarily moral, as the ‘ought to’ can also refer to non-moral 
motivational goals. 
 
Virtue (as defined by MacIntyre, 1985, p. 191): ‘An acquired human quality the possession and 
exercise of which tends to enable us to achieve those goods internal to practices and the lack of 
which effectively prevents us from achieving any such goods.’ 
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Chapter 1. Background 
 
1.1. Introduction 
 
This thesis presents research undertaken over the past three years, focusing on values in students of 
adult nursing. With regard to (studying) values, a range of philosophical terms exist. To aid the 
reader in this respect, a short glossary covering some important terms has been added on page 3. 
Although I am aware that adopting the first person perspective is somewhat contentious within 
academic writing, I have opted to do this where deemed appropriate, in order to capture the social 
elements (Webb, 1992) and personal journey inherent to doing PhD research. This first chapter 
covers background literature regarding values and their meaning within this thesis, prior to moving 
on to the rationale, aim, and objectives for the research conducted (sections 1.7 and 1.8). 
 
1.2. Values 
 
Internationally, core ‘values’ are deemed vital for good care provision (Rider et al., 2014). Within the 
healthcare sector, values are much debated, but often misunderstood (Seedhouse, 2017). Therefore, 
it is appropriate to commence with a discussion of values and their meaning within this thesis.    
 
Rokeach (1973, p.5) defines a value as ‘an enduring belief that a specific mode of conduct or end-
state of existence is personally or socially preferable to an opposite or converse mode of conduct or 
end-state of existence’. Parks and Guay (2009) make a distinction between ‘values as preferences’ 
and ‘values as principles’. ‘Values as preferences’ primarily relate to one’s preference for and 
satisfaction with situations and environments. As ‘values as principles’ are general beliefs about how 
one ought to behave, these have a more direct impact on people’s motivations, and, therefore, 
behaviours. In this thesis, the term ‘values’ relates to what Parks and Guay (2009) refer to as ‘values 
as principles’. ‘Values as principles’ are personal values (Parks & Guay, 2009), associated with what 
13 
 
one finds important in life (Schwartz, 2012). Some features of personal values are inherent to the 
writings of many theorists: they are beliefs, related to feelings; they refer to desirable motivational 
goals, underpinning behaviour; they serve as standards for judgement and decision-making; and 
they transcend specific actions and situations (Schwartz, 2012). Values can vary in their degrees of 
abstraction (Hanel et al., 2017), and they are shaped by socialisation: their initial development takes 
place through social interaction with others, such as parents and teachers (Parks & Guay, 2009).  
 
Values differ from concepts such as attitudes, norms, and traits, although they are related to these 
(Schwartz, 2012). Values underpin attitudes, which are evaluations regarding what is, for instance, 
desirable or undesirable. Norms are standards that are present within society or groups, referring to 
what members should or should not do (Schwartz, 2012). One’s values affect whether particular 
norms are accepted or rejected. Traits relate to consistent patterns in thoughts, feelings or actions 
across time and situations, rather than beliefs about what is important (values) (Schwartz, 2012). 
People find their values desirable, but this is not necessarily the case for their traits (Schwartz, 2012).  
 
Discussion appears to exist regarding the relationship between values and ideals. Maben (2003) 
argues that both concepts relate to standards, but that the definition of an ‘ideal’ suggests that it 
embodies perfection and, as such, is something to be aimed at. A value, she argues, is not something 
to be strived for, but simply ‘exists’ in people. Pattison (2004), however, makes a distinction 
between ‘normal values’, which are at the centre of personal and social identity, and which elicit 
passion in an individual when challenged, and ‘aspirational values’, which are overtly prized, 
proclaimed and sought by an individual, but not necessarily assumed. Maben’s (2003) 
conceptualisation of ideals shows similarities to Pattison’s (2004) definition of aspirational values. 
Hanel et al. (2017) argue that ideals can exist as part of people’s mental representation of their 
values. They state that values are goal-derived categories, and therefore contain graded structure – 
a continuum of category representativeness – with ideals (the ‘perfect’, perhaps unachievable, 
14 
 
representation of a particular value), central tendency (the ‘average’ or ‘typical’ representation of 
that value), and familiarity (the ‘most often experienced’ representation of that value) as its 
determinants (Barsalou, 1985). Although, based on the above, ideas about the exact link between 
values and ideals seem to differ, it can be concluded that they strongly relate to one another. 
 
1.3. Values Based Recruitment and the NHS Constitution values 
 
Values Based Recruitment (VBR) is defined as ‘an approach which attracts and selects students, 
trainees, or employees on the basis that their individual values and behaviours align with the values 
of the National Health Service (NHS) Constitution’ (Health Education England, 2016a, p.5). As of April 
1st, 2015, it has become a mandatory element in the selection process of students for all higher 
education healthcare programmes in England. The NHS Constitution values (Department of Health, 
2015) can be seen in Table 1. 
 
Table 1: The NHS Constitution values (Department of Health, 2015) 
 
 
Working together for patients 
Patients come first in everything we do. We fully involve patients, 
staff, families, carers, communities, and professionals inside and 
outside the NHS. We put the needs of patients and communities 
before organisational boundaries. We speak up when things go 
wrong. 
 
Compassion 
We ensure that compassion is central to the care we provide and 
respond with humanity and kindness to each person’s pain, 
distress, anxiety or need. We search for the things we can do, 
however small, to give comfort and relieve suffering. We find 
time for patients, their families and carers, as well as those we 
work alongside. We do not wait to be asked, because we care. 
 
Respect and dignity 
We value every person – whether patient, their families or carers, 
or staff – as an individual, respect their aspirations and 
commitments in life, and seek to understand their priorities, 
needs, abilities and limits. We take what others have to say 
seriously. We are honest and open about our point of view and 
what we can and cannot do. 
 
Improving lives 
We strive to improve health and wellbeing and people’s 
experiences of the NHS. We cherish excellence and 
professionalism wherever we find it – in the everyday things that 
make people’s lives better as much as in clinical practice, service 
improvements and innovation. We recognise that all have a part 
to play in making ourselves, patients and our communities 
healthier. 
 
Commitment to quality of care 
We earn the trust placed in us by insisting on quality and striving 
to get the basics of quality of care – safety, effectiveness and 
patient experience – right every time. We encourage and 
welcome feedback from patients, families, carers, staff and the 
public. We use this to improve the care we provide and build on 
our successes. 
Everyone counts 
We maximise our resources for the benefit of the whole 
community, and make sure nobody is excluded, discriminated 
against or left behind. We accept that some people need more 
help, that difficult decisions have to be taken – and that when we 
waste resources we waste opportunities for others. 
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The publication of the Francis report (Francis, 2013) renewed the focus on values within the NHS, 
and triggered a mandate for Health Education England to develop and support VBR in 2014 (Health 
Education England, 2016a). The report described shortcomings in healthcare, associated with a lack 
of values and individual responsibility, within the Mid Staffordshire NHS Trust. It recommended that 
all staff working within the NHS should show a culture of ‘putting patients first’, requiring a common 
set of values to be adopted throughout the system. With the goal of further internalising these 
values throughout the whole of the NHS, the report recommended, among other things, their 
integration in recruitment processes (Francis, 2013). However, the evidence-base regarding the 
impact of VBR on later clinical practice performance is limited (Patterson et al., 2014); and it is 
unclear whether VBR for healthcare programmes in Higher Education Institutions will improve NHS 
care (Groothuizen, Callwood & Gallagher, 2017). 
 
1.4. Moral values  
 
The current focus on values within the NHS and the associated need for VBR appear to refer to 
moral values, as a form of ‘values as principles’. Branco (2012) argues that moral values are shaped 
by culture, motivation, and affect, and lie at the basis of the construction of ethics and morality. For 
this reason, they have an important role within the ontogenesis of people’s moral development. In 
order to understand the origin of moral values, one can look at the discipline of moral philosophy or 
ethics. Although many approaches exist to determine what constitutes ethical behaviour, the three 
most often referred to in the Western world are consequentialism, focusing on the consequences of 
actions; deontology, based on acting according to universal duties and rules; and virtue ethics, 
emphasising the importance of moral character (Hursthouse & Pettigrove, 2016). The existence of 
these different approaches implies that there are various ways of understanding moral values. In the 
context of VBR, Health Education England (2016a, p. 5) lies the focus on recruiting the ‘the right 
workforce […] with the right values to support effective team working and excellent patient care and 
experience’.  
16 
 
Therefore, virtue ethics, with its focus on the moral goodness of people, rather than the rightness of 
actions or consequences, appears to be particularly relevant. According to MacIntyre (1985, p. 191), 
an important contributor to contemporary virtue ethics literature, a (tentative) definition of a 
‘virtue’ is ‘an acquired human quality the possession and exercise of which tends to enable us to 
achieve those goods internal to practices and the lack of which effectively prevents us from 
achieving any such goods’. Medicine is an example of such ‘practices’ (MacIntyre, 1985), its purpose 
being the ‘good’ of the patient (Pellegrino, 2007). Virtue ethics scholarship is greatly influenced by 
Aristotle (trans. 1999), who believed that virtues are acquired as a result of habit. By habitually 
conforming to specific values, to pursue certain ends, one can become a virtuous performer 
(Pattison, 2004). Virtues and moral values are therefore not inherently the same, but can be closely 
related.  
 
1.5. The NHS Constitution values as a primary framework for this thesis 
 
From the aforementioned, it may be clear that values are complex constructs. In order to avoid an 
excessive level of abstraction, a values framework needed to be defined for this thesis. As the thesis 
was written within the context of current UK higher education, which employs VBR, the use of the 
NHS Constitution values as a primary framework was justified. Nevertheless, one could question 
whether these values are the ‘right’ values for VBR in the first place. This question fell outside of the 
main scope of this thesis, but could not remain completely unaddressed. It is important to 
acknowledge that, apart from the fact that the NHS Constitution values were mentioned in the 
Francis report (Francis, 2013), Health Education England – the organisation responsible for the 
implementation of VBR – has not clearly explained how these values came to exist, and why they 
underpin VBR.  
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It is, for instance, unclear whether the extensive body of philosophical literature in relation to values 
was taken into account in the process of developing the NHS Constitution values. According to 
Gallagher (2013) the healthcare sector has a tendency to assume that values have just been 
invented, and to approach them uncritically, without consideration of their philosophical 
background. Information as to whether the NHS Constitution values are the ‘right’ values may be 
drawn from the moral philosophy literature. Virtue ethics in particular can provide an insight into 
which concepts are relevant to include in values statements for the healthcare professions 
(Groothuizen, Callwood & Gallagher, 2018). Based on an evaluation of the NHS Constitution values in 
the context of contemporary virtue ethics scholarship, Groothuizen, Callwood, and Gallagher (2018) 
conclude that important virtues such as ‘benevolence’/‘beneficence’, ‘compassion’, ‘courage’, 
‘honesty’/truthfulness’, ‘humility’, ‘trustworthiness’, ‘respectfulness’ and ‘justice’ are included 
within the NHS Constitution values. However, the more overarching concepts of ‘practical wisdom’ 
and ‘integrity’, which are necessary to help balance other virtues, so that these can be expressed 
appropriately, appear to be insufficiently integrated (Groothuizen, Callwood & Gallagher, 2018). 
Integrity represents the integration of emotions, aspirations and knowledge, as well as one’s 
faithfulness to moral values and the ability to defend these when needed (Beauchamp & Childress, 
2009). Practical wisdom helps professionals respond to limitations in rationality, sympathy, and 
resources (Banks & Gallagher, 2009), and synthesises the moral and the intellectual (Pellegrino, 
2007). Practical wisdom can be vital when virtuous goals need to shift from broad and indeterminate 
to specific (Russell, 2014), and both practical wisdom and integrity are relevant when a virtues-
related conflict exists (Russell, 2014; Tyreman, 2011). From a philosophical standpoint there is, thus, 
room for improvement when it comes to the NHS Constitution values (Groothuizen, Callwood & 
Gallagher, 2018). 
 
From a practical point of view, there are further reasons to question whether the NHS Constitution 
values are the ‘right’ values to underpin VBR. This particular list of values is not the only values 
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statement for the healthcare sector. On the contrary: Gallagher (2013) argues that a ‘tsunami of 
values’ is being imposed on healthcare professionals. As this thesis focuses specifically on UK 
students of adult nursing, some examples of values statements from different UK professional 
organisations, which apply to nurses, are listed in Table 2. It needs to be pointed out that this list is 
by no means exhaustive, and that there are additional values from the mission statements of local 
organisations, as well as international statements from, for instance, the International Council of 
Nursing (2012) to further complicate matters. 
 
Table 2: Values for nursing practice, as listed by UK organisations and professional bodies 
 
Organisation/professional 
body: 
Values: Definition: 
Nursing and Midwifery 
Council (2015) 
Professional standards 
of practice and behaviour 
for nurses and midwives 
- Prioritise people 
- Practise effectively 
- Preserve safety 
- Promote professionalism and trust 
 
Department of Health and 
NHS Commissioning Board 
(2012) 
The ‘6 Cs’ - Care 
- Compassion 
- Competence 
- Communication 
- Courage 
- Commitment 
Royal College of Nursing 
(2013) 
Principles of Nursing Practice  - Principle A: Nurses and nursing staff treat 
everyone in their care with dignity and 
humanity – they understand their individual 
needs, show compassion and sensitivity, 
and provide care in a way that respects all 
people equally. 
- Principle B: Nurses and nursing staff take 
responsibility for the care they provide and 
answer for their own judgments and actions 
– they carry out these actions in a way that 
is agreed with their patients, and the 
families and carers of their patients, and in 
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a way that meets the requirements of their 
professional bodies and the law. 
- Principle C: Nurses and nursing staff 
manage risk, are vigilant about risk, and 
help to keep everyone safe in the places 
they receive health care. 
- Principle D: Nurses and nursing staff 
provide and promote care that puts people 
at the centre, involves patients, service 
users, their families and their carers in 
decisions and helps them make informed 
choices about their treatment and care. 
- Principle E: Nurses and nursing staff are at 
the heart of the communication process: 
they assess, record and report on treatment 
and care, handle information sensitively and 
confidentially, deal with complaints 
effectively, and are conscientious in 
reporting the things they are concerned 
about. 
- Principle F: Nurses and nursing staff have 
up-to-date knowledge and skills, and use 
these with intelligence, insight and 
understanding in line with the needs of 
each individual in their care. 
- Principle G: Nurses and nursing staff work 
closely with their own team and with other 
professionals, making sure patients’ care 
and treatment is co-ordinated, is of a high 
standard and has the best possible 
outcome. 
- Principle H: Nurses and nursing staff lead 
by example, develop themselves and other 
staff, and influence the way care is given in 
a manner that is open and responds to 
individual needs. 
Nursing and Midwifery 
Council and General Medical 
Council (2012) 
Joint statement of Professional 
values for nurses, midwives, and 
doctors 
Nurses, midwives, and doctors agree to: 
- Make the care of people their first 
concern. 
- Treat people as individuals and respect 
their dignity. 
- Act without delay if they believe that they, 
or a colleague, or the environment in which 
they are providing care, is putting someone 
at risk. 
Doctors, nurses and midwives are expected 
to: 
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- Be kind and considerate to those for 
whom they provide care, and to their carers 
and families. 
- Listen to, and work in partnership with 
those for whom they provide care. 
- Work constructively with colleagues to 
provide patient-centred care, recognising 
that multi-disciplinary teamwork, 
encouraging constructive challenge from all 
team members, safety-focused leadership 
and a culture based on openness and 
learning when things go wrong are 
fundamental to achieve high quality care. 
- Follow their employing or contracting 
bodies’ procedures when they have 
concerns about the safety or dignity of 
people receiving care. 
- Be open and honest with people receiving 
care if something goes wrong. 
 
 
Looking at Table 2, the values from different professional organisations show similarities with the 
NHS Constitution values. Like the NHS Constitution values, many of them appear to relate to patient-
centeredness, compassion, respect and dignity, and quality of care. Within healthcare, different 
values statements are often ‘mapped’ to one another (Groothuizen, Callwood & Gallagher, 2017). 
One must, however, take caution in doing so: values can have different meanings in different 
contexts (Pattison, 2004) and different interpretations of guidelines can exist (Genuis & Lipp, 2013). 
 
Concluding from the above, there is no evidence that the NHS Constitution values are definitely the 
‘right’ values to underpin VBR, or that, in this respect, they should take priority over any other 
‘values lists’. However, as argued previously, the context within which this thesis was set justified 
them forming the primary values framework. A rationale for embedding this primary framework into 
a wider framework of human values (Schwartz, 2012) can be seen in chapters 2.12 and 3.  
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1.6. The potential for students’ values to change over time 
 
The matters discussed under 1.5 give reason to be cautious when it comes to VBR. Regardless of 
these issues, there is another point that needs to be addressed: It is unclear how stable healthcare 
students’ values are, after they have been recruited onto their education programmes. The rationale 
behind VBR is that students’ values at the point of recruitment are related to their future practice as 
healthcare professionals (Groothuizen, Callwood & Gallagher, 2017). However, it is incorrect to 
assume that values are static constructs (Pattison & Pill, 2004). Regardless of what is often believed, 
they are movable, and do not exist in a concrete fashion (Seedhouse, 2017). As such, values can 
change over time, due to different factors. A long interval exists between recruitment and 
professional registration. Values tend to be particularly subject to change in adolescence and young 
adulthood, whilst students attend university (Parks & Guay, 2009).   
 
As values are learned through social interactions, exposure to a new social environment can cause 
changes in one’s values structure (Parks & Guay, 2009). Students recruited for healthcare education 
programmes tend to have no experience with clinical practice, and are therefore lacking professional 
socialisation. Professional socialisation refers to acquiring knowledge and skills, gaining a sense of 
occupational identity, and internalising the norms that are typical of qualified practitioners 
(Chatman, 1991). Through professional socialisation, old roles and self-conceptions are abandoned 
in order to learn new ones. This is accomplished by (selectively) acquiring the culture of the group of 
which one seeks membership, including values and attitudes (Merton, 1969). Cable and Parsons 
(2001) provide an example of how socialisation techniques used within an organisation can influence 
the extent to which newcomers’ values tend to shift towards the organisation’s values. This implies a 
possibility that healthcare students’ values may change upon exposure to clinical practice 
environments, over the duration of their education programme. As this thesis focuses specifically on 
students of adult nursing, the next section will focus on nursing socialisation in particular. 
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A point of concern is that socialisation does not always take place in a positive direction. Although 
nursing socialisation, which is characterised by learning, interaction, development, and adaptation 
can have many positive effects, negative effects can also be found (Dinmohammadi, Peyrovi & 
Mehrdad, 2013). With regard to this, influential research has been conducted by Maben (2003), who 
showed how graduate nurses’ values and ideals regarding the provision of patient-centred and 
holistic care became compromised or crushed as a result of the environments they worked in. 
Within these environments, socialisation messages were enacted through covert rules, which 
influenced the graduates (Maben, 2003). Such rules related to, for instance, the prioritisation of the 
physical over the psychological. Physical care was to be completed before psychological care could 
take place. ‘Softer tasks’ – such as talking to patients – were not seen as ‘real work’, and the idea 
persisted that physical tasks were never to be neglected in favour of these. Another rule related to 
involvement with patients: The attitude that one should harden up and keep one’s distance was 
often present in clinical environments. Advocacy and going the extra mile were met with resistance, 
preventing holistic care being given, and the norm to only do ‘the minimum required’ prevailed. A 
final covert rule referred to trying to fit in and ‘not rock the boat’. This related to the expectation for 
graduates to conform to existing norms. If they acted in line with their ideals, they were not seen as 
part of the team, and did not make themselves popular with colleagues. Graduates did not want to 
be excluded from the group (Maben, 2003). In addition to this, they perceived a presence of 
negative role models, a resistance to change among staff, and a lack of support (Maben. 2003).  
 
In addition to negative socialisation messages and role models, organisational pressures further 
compromised the values and ideals of the graduates in Maben’s (2003) study. This was related to 
time constraints and role limitations, work overload, staff shortages, and a general focus on task-
oriented, rather than patient-oriented care. The graduates adjusted their expectations in order to be 
able to cope with the reality of the practice situation. The majority of them experienced symptoms 
related to burnout (Maben, 2003). 
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Maben’s (2003) study took place with nursing graduates, mainly after they received their 
undergraduate qualification and professional registration. However, as, in order to qualify, UK 
nursing students are required to spend 2,300 hours on clinical placements (Royal College of Nursing, 
2017a), their professional socialisation in clinical practice environments, and therefore exposure to 
socialisation messages and role models, will inevitably start long before graduation. This should, in 
theory, be positive in relation to students’ values (Royal College of Nursing, 2017b). Additionally, 
taught elements of the nursing programme, such as ethics education, may have a positive influence 
on these values (e.g. Altun & Ersoy, 2003; Grilo et al., 2014). However, there is also a possibility that 
students, whilst still enrolled in education, will already start to experience a process similar to that 
described by Maben (2003). Some support for this can be found in research with medical students, 
which showed that aspects related to the patient-centeredness and provision of compassionate care 
integral to the NHS constitution values, such as empathy and caring attitudes towards patients, can 
erode over the duration of the education programme, and upon exposure to clinical practice 
environments (Newton et al., 2008; Neumann et al., 2011; Chen et al., 2012). Factors similar to those 
found by Maben (2003) were suggested to be associated with this, such as a lack of good role 
models, prioritisation of physical over psychological wellbeing in clinical environments, and stress. 
 
Stress, and related conditions, may have a particularly important role. As stated earlier, graduates in 
Maben’s (2003) study experienced burnout symptoms. A more recent study by Jack (2017) suggests 
that students of nursing may also suffer from a burnout-related condition: compassion fatigue. With 
the increasing pressure on the NHS, and recent staffing declines (King’s Fund, 2017), students are 
often required to take on more work than they are reasonably qualified to do (Callwood, 
Groothuizen & Allan, 2018). This can be burdensome. Compassion fatigue is the result of exposure 
to stress, the use of self, and intense and continuous contact with patients (Knobloch Coetzee & 
Klopper, 2010). A factor that is correlated with compassion fatigue is moral distress (Maiden, 
Georges & Connelly, 2011). Within the field of nursing ethics, there is a large body of literature 
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available on this topic (Morley et al., 2017). An initial definition by Jameton (1984) stated that moral 
distress could be expected to arise ‘when one knows the right thing to do, but institutional 
constraints make it nearly impossible to pursue the right course of action’. However, a range of 
different understandings of the concept exist. A recent review by Morley et al. (2017) showed that 
not only moral constraints, but also moral conflicts, dilemmas and uncertainty, can lead to distress. 
The fact that it was necessary to undertake such a review of moral distress – entitled ‘What is moral 
distress?’ (Morley et al., 2017) – more than 30 years after it was first defined, is reflective of its 
complexity. The scope of this thesis did not allow for a detailed exploration. However, where moral 
distress is discussed within this thesis, the wider definition established by Morley et al. (2017) 
applies. This states that preconditions for moral distress are the experience of a moral event (not 
limited to moral constraints, but also referring to, for instance, a moral dilemma or moral 
uncertainty), the experience of psychological distress, and a direct causation between the two. 
There is consensus that moral distress can negatively affect patient care (Morley et al., 2017). Moral 
distress is associated with negative perceptions of the ethical climate (Pauly et al., 2009), withdrawal 
from care provision, and desensitisation (Whitehead, Herbertson & Hamric, 2014). Similarly, 
compassion fatigue is thought to lead to, for instance, callousness, unresponsiveness, and 
indifference to patients (Knobloch Coetzee & Klopper, 2010), and may cause changes in beliefs, 
expectations, and assumptions (Sabo, 2011). As such, compassion fatigue and moral distress, in 
interaction with socialisation-related factors, may be contributory to a crushing (Maben, 2003) or 
de-prioritisation of moral values.  
 
A scoping review in relation to influential factors on nursing students’ values can be found in chapter 
2.  
 
1.7.  Rationale for this research 
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Rest (1979), an influential moral psychologist, argues that moral values can be set aside in favour of, 
or be compromised by other personal values. Looking at this in the light of the aforementioned 
literature, it is possible that nursing students’ increased exposure to clinical practice environments in 
which the NHS Constitution values are not espoused or prioritised – potentially in combination with 
experiences of moral distress and compassion fatigue – may cause their personal congruence with, 
or prioritisation of, these values to erode. In the context of VBR, it is important to explore whether 
and how this occurs: As stated under 1.6, the assumption that nursing students’ values at the point 
of recruitment will be reflected in their future clinical practice is inherent to VBR (Groothuizen, 
Callwood & Gallagher, 2017). However, if these values are subject to major changes post-
recruitment, this would raise some questions regarding VBR’s validity and usefulness. Perhaps more 
importantly, identifying what happens to nursing students’ values after they commence their 
programme will allow for recommendations regarding education and clinical practice environments 
to be made, potentially contributing to the prevention of the aforementioned ‘erosion’.  
 
1.8. Research aim and objectives 
 
The overall aim of this research was defined as ‘Exploring potential differences in values between 
first, second, and third year undergraduate students of adult nursing, in order to theorise whether 
and how such students’ values may change over the duration of their programme, upon exposure to 
clinical practice environments’. Students of adult nursing were chosen because they formed the 
largest group of nursing students at the university where the research took place. In order to meet 
the aim, four objectives were defined:  
 
1. To develop an instrument (Situational Judgement Test, SJT, see chapter 5.2)) that assesses 
students’ congruence with the NHS Constitution values, and whether these are prioritised. 
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2. To establish whether the values (assessed using the SJT) of students with differing levels of 
experience (years one, two, and three – particularly clinical practice experience) vary. 
 
3. To generate insights into the considerations and reflections that students have regarding SJT 
items, and determine whether these vary between the different year groups. 
 
5. To verify and gain a deeper understanding of these findings in the context of students’ 
(practice) learning, as well as input for recommendations, through adult nursing Practice 
Liaison Tutors within the university.   
 
With regard to exploring changes in students’ values over the duration of their programme, a 
longitudinal design would have been the more obvious choice. However, due to the nature of the 
instrument (SJT) used, there were potential negative ethical implications associated with this. 
Therefore, a cross-sectional design was chosen instead. This is further discussed in chapter 12.9.4.  
 
Results of the research were expected to add to the knowledge base regarding VBR, and, more 
importantly, to be used to provide recommendations for higher education institutions and clinical 
practice environments.  
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Chapter 2. Review of literature: Influential factors on nursing 
students’ values 
 
2.1. Introduction and search strategies  
 
In order to provide background and context for this thesis, a scoping literature review (Khalil et al., 
2016) was conducted, with the research question: ‘What are potential factors that may influence 
whether or not values in students of nursing change over the duration of their education 
programme?’.  
 
A scoping review is used to assess a body of literature on a topic, and identify gaps and areas for 
further research (Khalil et al., 2016). Although it adheres to a systematic approach, it differs from a 
systematic review. A scoping review is recommended in situations where a body of literature is of a 
complex and heterogeneous nature, and therefore less suitable for systematic review (Khalil et al., 
2016). Due to the conceptual complexity of values, and the many different ways in which they can 
be researched, a scoping review was considered the best approach for evaluating the existing 
literature around this topic.  
 
Although this thesis focused on students of adult nursing in particular, it was decided to broaden the 
literature review to ‘students of nursing’ in general, because the categorisation of nursing 
programmes into ‘adult’, ‘child’, ‘mental health’, and ‘learning disability’ nursing, as it exists in the 
UK, is not present in many other countries.  
 
Following the identification of the research question, the next step of the review was to search for 
relevant literature. A scoping review generally includes any existing literature. This involves primary 
research studies, but also, for instance, expert opinions and review articles (Khalil et al., 2016). In 
order to get a wide and comprehensive overview of literature, the databases MEDLINE, British 
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Nursing Index, CINAHL, ASSIA, Sociological Abstracts, PsycArticles, PsycInfo, British Education Index, 
and ERIC were searched. These databases cover the fields of general healthcare and medicine, 
nursing, applied social sciences, sociology, psychology, and education, which are relevant within the 
context of this thesis. After identifying relevant search words, and using a thesaurus to identify 
different variations (synonyms) of these words, titles and abstracts within these databases, as well 
as Open Grey (in order to capture grey literature) were searched. The exact search terms used can 
be found in Appendix 1. 
 
The reason why the search was limited to titles and abstracts was related to an issue with balancing 
sensitivity and specificity: The generic nature of some of the terms (such as ‘values’ and ‘ethics’) 
meant that full text searches retrieved large numbers of irrelevant records (e.g. all articles that, 
somewhere in the text, included information on, for instance, ‘p-values’, or ‘ethics committees’). 
However, when specified more narrowly (e.g. ‘moral values’), many relevant records were 
incorrectly excluded. Titles and abstracts summarise the most important information in an article. A 
search limited to titles and abstracts therefore retrieved those articles that had ‘values’ and ‘ethics’ 
as their main topic.  
 
Literature searches took place in three main iterations, between June 2017 and August 2019, so that 
the review could be updated when new literature was published. Only articles written in the English 
language were considered for inclusion. Articles from before 1990 were excluded, because these 
were considered to be unlikely to provide an accurate representation of the current climate in 
education and practice environments. 
 
A PRISMA flow diagram is included in Appendix 1, to provide an insight into the steps that were 
followed regarding the search and exclusion/inclusion process. 
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2.2. Included records 
 
Due to issues regarding the complexity and understanding of values, and the many related 
constructs (chapter 1.2), it was expected that the literature would be characterised by confusion and 
conceptual slippage (e.g. authors not explicitly using the term ‘values’ whilst clearly discussing 
values, or, conversely, authors referring to ‘values’ when, in fact, discussing something else). A first 
look at the retrieved records confirmed this. Deciding which records to include and exclude was 
therefore not a straightforward task. Ultimately, the following criteria were established for inclusion 
of records in the synthesis: 
1. The record includes information regarding potential influences on the stability or change of 
nursing students’ values (explicitly stated by the author(s) of the record) in relation to care 
provision. As the NHS Constitution values, which formed the primary framework for this 
thesis, are values for care provision, such values were considered relevant. 
 
2. The record includes information regarding influences on the stability or change of specific 
constructs (e.g. compassion or dignity, although not necessarily explicitly referred to as 
‘values’ by the author(s) of the record) that are inherent to one or more of the NHS 
Constitution values.  
 
3. The record includes information regarding influences on the stability or change of constructs 
that relate to students’ morality and ethics. The NHS Constitution values can be seen as 
moral values. Morality and ethics are underpinned by moral values (Branco, 2012), meaning 
that morality-related concepts (e.g. moral development, moral reasoning) are inherently 
linked to such values. 
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4. The record includes information regarding nursing socialisation influences on students. Such 
influences are related to the transference of values (Merton, 1969). 
 
An overview of the records retrieved, their characteristics, and reason for inclusion can be seen in 
Appendix 1. Scoping reviews do not, like systematic reviews, adhere to a framework for appraising 
the quality of records (Khalil et al., 2016). However, in order to add criticality to the review, main 
strengths and limitations (in relation to, for instance, research methods and data interpretation) 
were identified for each record. These are can be seen in Appendix 1. For narrative purposes, not all 
these strengths and limitations are included in the textual synthesis, but they can be taken into 
account by the reader when interpreting the information. Some general limitations that applied to 
the majority of the records, and are therefore not explicitly indicated in Appendix 1, were the use of 
non-probability sampling methods, and the recruitment of participants from only one, or very few, 
universities. This can cause issues with data representativeness and generalisability of findings. 
However, often, it is difficult to avoid such issues, as research is strongly dependent on the 
availability and willingness of participants. My own research, presented in this thesis, is 
characterised by similar limitations, as indicated in chapter 12.9.6. 
 
2.3. Identification of themes 
 
In line with the question stated under 2.1, the aim of the literature review was to get an overview of 
potential factors that may influence whether or not values in students of nursing change over the 
duration of their education programme. Despite the heterogeneity of the literature, it was possible 
to identify commonalities by looking at the nature and form of influential factors found and/or 
discussed within the different records. Based on these commonalities, six broad themes were 
extracted (although some overlap was present). These themes were:  
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Theme 1: Formal and informal aspects of the classroom  
Theme 2: Reality shocks 
Theme 3: Clinical role modelling and hidden curricula 
Theme 4: Emotional experiences 
Theme 5: Interactions with patients 
Theme 6: Maturation and associated factors  
 
2.4. Theme 1. Formal and informal aspects of the classroom  
 
The first theme that emerged from the literature might seem obvious: The classroom element of 
nurse education is seen as an important factor associated with the change of nursing students’ 
values over the duration of their programme. Nurse education may alter students’ orientation 
towards moral values through, for instance, increasing their awareness of ethical guidelines 
(Duquette, 2004). Positive developments regarding nursing values that are not directly part of the 
public or lay image of nursing, such as, for instance, patient advocacy, may also occur as a result of 
the knowledge gained through education (Leners, Roehrs & Piccone, 2006; Lin et al., 2010). Altun 
and Ersoy (2003), for instance, found that, from first to final year, positive changes occurred in 
students’ beliefs regarding several patient advocacy related issues, such as truth-telling regarding 
patients’ conditions, and patient participation in decision-making processes. 
 
Such positive changes in students’ values are often ascribed to the influence of the formal 
curriculum of nurse education programmes. The way in which a curriculum is structured, and the 
extent to which this is based on values, may affect students’ caring values during a programme 
(Rosser et al., 2019). Duquette’s (2004) study points towards the importance of, among other 
factors, teaching and role modelling in the classroom. Based on their findings that students’ 
orientation towards patient-centeredness increased with years on a nursing programme, Grilo et al. 
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(2014) argue that specific psychology and ethics-related aspects of the programme likely had an 
impact. Altun and Ersoy (2003) also emphasise the significance of embedding ethics education 
within the curriculum. There may, indeed, be a positive influence of specific ethics courses. Evidence 
suggests that modules incorporating elements such as lectures, video material, group discussion, 
case studies, and problem solving may have positive effects on students’ values through influencing 
their moral development, moral reasoning, empathy, and patient-oriented care (Yeom, Ahn & Kim, 
2016; Muir-Cochrane et al., 2017; Khatiban et al., 2018). However, this is based on small-scale 
studies, and it is not clear which specific aspects of such modules generate these positive effects, 
through which pathways. Therefore, findings cannot be generalised.  
 
The influence of nurse education on students’ values may be mediated by their subjective 
experiences of, or the way in which they engage with, this education. Goldschmidt (2015), for 
example, found that students who reported a perspective transformation as a result of their 
education had higher overall professional values than those who did not. In this study, no significant 
relation was found between professional values and the objective number of credits obtained on the 
education programme. 
 
The formal nursing curriculum is not the only classroom influence that students are exposed to. 
Being taught together, nursing students meet and interact with each other. Kaya et al. (2017) found 
that students enrolled on the same programme had similar professional values, and believe that the 
shared culture among students was one of the factors contributing to this. It is also possible that 
being enrolled on a taught education programme in general, rather than specific aspects of the 
nursing curriculum, may have positive influences on students’ values: Larin et al. (2014) studied 
emotional intelligence, caring, and moral judgement in nursing, physical therapy, and non-vocational 
health sciences students over time. Slight improvements were found across groups, but, despite the 
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fact that their curriculum was based on a caring framework, nursing students did not show greater 
advances than the students on the other courses. 
 
 
The influence of the classroom element of nurse education on students’ values may not always be 
positive, as certain classroom environments can promote a climate of low moral integrity. This is due 
to, for instance, a lack of accountability and inappropriate role modelling by teaching staff (Eby et al., 
2013). Based on findings from their longitudinal study, Fida et al. (2016) argue that unethical 
behaviour in the academic context may lead to moral desensitisation and a normalisation of such 
behaviour, which can transfer to other contexts. Citing Hilbert’s (1985; 1987; 1988) discovery of a 
correlation between unethical behaviour in the academic setting and unethical actions in clinical 
environments, Harper (2006) states that reducing academic dishonesty may help decrease 
professional misconduct. It is important to note, however, that a correlation between unethical 
behaviour in academic and clinical settings does not imply causation. There is a possibility of 
confounding variables. It is therefore unclear whether unethical behaviour in the classroom really 
transfers into the clinical practice environment, and whether an intervention, as suggested by 
Harper (2006) would be effective. 
 
In conclusion, the literature suggests that different elements of the classroom component of nurse 
education can influence students’ values. However, this influence can take place in different 
directions, and the exact pathways through which it occurs are not always known. 
 
2.5. Theme 2. Reality shocks 
 
The second theme that emerged from the literature relates to students’ tendency to experience two 
different types of ‘reality shocks’ after commencing the nurse education programme. These reality 
shocks appear to be associated with a negative change in certain values. The first shock is believed 
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to take place when students are confronted with the fact that the lay image they have of nursing is 
incongruent with what they are taught about the profession on their course (e.g. Yagil, Spitzer & 
Ben-Zur, 2001). The second reality shock relates to the fact that the staff behaviours students 
witness in clinical practice situations often do not align with what they have learned in the classroom 
(e.g. Hulsmeyer, 1994; Philpin, 1999). These phenomena are discussed in further detail below. 
 
2.5.1. Differences between initial expectations of nursing and reality 
 
 
A negative change regarding certain nursing values within students, after they enter their 
programme, may be associated with the incongruity between their preconceived views of nursing 
and the reality of the profession. Students enter with lay, and sometimes unrealistic ideas (Yagil, 
Spitzer & Ben-Zur, 2001; Miers, Rickaby & Pollard, 2007; Murphy et al., 2009; Bolan & Grainger, 
2009). Yagil, Spitzer, and Ben-Zur (2001) studied first and second year students of nursing, and found 
that the perceived importance of nursing values related to dedication decreased between the first 
and second year. They argue that students enter the profession with a perception of the nursing 
role, and try to maintain their existing views. However, exposure to social and exact (more 
quantitative) sciences may make them realise that nursing is a complicated profession, causing them 
to lose their focus on dedication. Although this sounds concerning, Yagil, Spitzer, and Ben-Zur (2001) 
argue that, as they progress on the programme, students will become more likely to accept the 
messages and modelling of faculty members, causing their values systems to change in a positive 
direction again.  
 
The notion that lay ideas of nursing are challenged upon programme entry is supported by Bolan and 
Grainger (2009), who asked students to fill in a questionnaire regarding their nursing orientation 
with subscales including caring and nursing expertise. Although the overall score on the scale 
increased over time, a significant decrease in students’ perceptions of ‘the nurse’ as kind and 
35 
 
compassionate was seen between the first and the fourth year. Decreases were also seen regarding 
perceptions of nurses as challengers of suboptimal working conditions, updating their practice, and 
enjoying the profession. Bolan and Grainger (2009) argue that students may enter their nursing 
programme with unrealistic ideas, and emphasise the importance of developing recruitment 
campaigns to ensure that prospective students have an accurate image of the nursing profession. 
There may, however, be a limit to the extent to which a recruitment campaign can provide 
prospective students with such an image. One could argue this can only develop with first-hand 
experience. If this is the case, it may not be possible to fully prevent students from facing a reality 
shock after starting their course. 
 
When students’ lay ideas of nursing are challenged, their idealism may be tempered. Miers, Rickaby, 
and Pollard (2007) studied healthcare (including nursing) students’ professional motivations. They 
found that, between entry and qualification, the extent to which altruism was reported as a 
motivational factor declined. The youngest age group studied (≤21) were most likely to report 
altruism. Miers, Rickaby, and Pollard (2007) speculate that the fact that altruism declines over time 
means that this is due to naivety rather than commitment to the profession. Students with prior 
experience (and therefore more professional, rather than lay images) were less likely to report 
altruistic motivational factors than those without prior experience. Murphy et al. (2009) studied 
perceptions of caring in students of nursing. They asked students in the first and third year of a 
nursing programme to fill in a questionnaire with statements regarding caring behaviours. Although 
general scores remained high, third year students scored lower on the scale than first year students. 
This was especially the case for younger students (<26), with no prior healthcare experience. 
Murphy et al. (2009) believe that this decrease can be explained by the fact that students enter their 
course with lay perceptions of caring, and that their idealism is moderated by exposure to the reality 
of nursing.  
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From the studies by Miers, Rickaby, and Pollard (2007) and Murphy et al. (2009) it can be inferred 
that students with previous experience in the healthcare sector may have a more realistic image of 
nursing, and are therefore less likely to experience a ‘reality shock’ upon exposure to the profession. 
Such students could be less likely to experience a negative change in values. Björkström, Athlin, and 
Johansson (2008) indeed found a stability of humanistic values (adaptability, consideration and 
sensitivity) and an increase of social values (such as communication and sociability) in a sample of 
students of which the majority reported previous work experience in the healthcare sector. It is 
possible that, due to prior socialisation, there is less potential for values to change in general 
(whether that be in a positive or negative direction) amongst students with previous clinical 
experience. Čukljek et al. (2019) found that part-time students with previous experience showed a 
lesser extent of positive change over the course of the programme than their inexperienced, full-
time counterparts. However, other factors, such as age (part-time students were older) and mode of 
education, may also have played a role in this study. 
 
2.5.2. The gap between the classroom and clinical practice environments 
 
The second ‘reality shock’ that may negatively influence nursing students’ values relates to 
discrepancies between university learning and the reality of clinical practice environments. The 
values for holistic care provision, espoused in education, often clash with the bureaucratic values 
and task-oriented focus in the workplace (Hulsmeyer, 1994; Philpin, 1999). Overall, the lack of 
congruence between education and clinical practice may be less apparent in chronic areas, where 
patients are able to take a more active role in their care, and nurses experience a greater level of 
autonomy (Philpin, 1999). On the other hand, in these chronic areas, the influence of economic 
constraints – especially staffing levels – on the level of incongruity between theory and practice, may 
be particularly noticeable (Philpin, 1999).  
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When the discrepancy between education and practice becomes apparent, values and ideals may be 
abandoned or changed, in order to adapt to the work situation (Hulsmeyer, 1994; Ham, 2002). 
Insecurity regarding the new professional role may further influence this (Hulsmeyer, 1994). Based 
on her findings that ‘nursing principled thinking’ declined with years of nursing experience, and was 
lower in students and registered nurses who placed a greater importance on practical 
considerations, Ham (2002) argues that ethical theories and principles learned in education may be 
lost when loyalties to colleagues and institutional policies are developed. Stacey, Felton, and 
Joynson (2010) found that students questioned whether it would be possible to maintain the values 
learned in education, and considered making ethical compromises, upon facing the aforementioned 
discrepancies. Callwood, Bolger, and Allan (2017) found that first year students wanted to ‘make a 
difference’, and saw the values taught in university as the ‘gold standard’. However, these students 
noticed the dissonance between theory and practice, as soon as they gained their first clinical 
experience. They were confronted with a culture that excused poor values, such as a lack of 
compassion, in the face of high activity, and initially learned to change their values when faced with 
this pressure. Students within this study alluded to the importance of reflection, but saw very few 
opportunities for this in practice (Callwood, Groothuizen & Allan, 2018). 
 
Although the lack of congruence between the values taught in education and those of the clinical 
practice environment can cause students to compromise or change their values and practice, this is 
not always the case. Day et al. (1995), for instance, found that, although students noticed 
incongruities between the ‘ideal’ way they were taught in school, and the reality of the clinical 
practice environment, they did not give in to providing care that was incongruent with the values 
established during their course. Similarly, Thomas, Jinks, and Jack (2015) showed that students of 
nursing on their first clinical placement showed resilience and tried to practice as they had been 
taught on their course, in the face of cynical attitudes of some staff members.  
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It is unclear why some studies indicate that a lack of congruence between the values taught in 
formal education and those displayed in clinical practice environments makes students change their 
values, where others imply that this is not the case. Role modelling and hidden curricula in 
placement environments (2.6) and emotional experiences (2.7) may play a mediating role.  
 
2.6. Theme 3. Role modelling and hidden curricula 
 
Clinical role modelling appears to be an important factor in the transference of values. Interactions 
with appropriate role models can have a significant influence on students’ acquisition of a 
professional identity and morality (Ranjbar et al., 2016). Schneider (2016) argues that caring and 
connected nurse educators can promote similar behaviours in students. However, students’ 
experiences of bullying and lateral violence within the clinical practice environment can cause them 
to lose their idealism (Schneider, 2016). Although, in their study, McSherry et al. (2017) found a 
concordance between students’ professional values and their personal values, they point out that 
the extent to which professional values in students are sustained depends on whether practice 
reflects these.  
 
In some clinical environments – particularly in acute areas – failing to conform to existing norms can 
result in informal sanctions, such as being yelled at, picked on, or excluded (Philpin, 1999). Burger et 
al. (2014) argue that nursing students in clinical environments who are exposed to incivility among 
nursing staff could start perceiving this behaviour as acceptable, causing them to engage in it 
themselves.  
 
In addition to being ‘taught’ negative ways of interacting with other healthcare professionals, 
students may also be ‘taught’ to compromise their values in relation to patient care. Aydin, Mine, 
and Akpinar (2017) compared first and fourth year students of nursing. Students were asked to state 
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what attributes a good nurse should possess. Fourth year students reported ‘geniality’, ‘patience’ 
and ‘honesty’ less than first year students. Aydin, Mine, and Akpinar (2017) argue that this may 
show that students lose their ideals, and point towards the potential effect of a ‘hidden curriculum’ 
in placement situations, with students inadvertently being ‘taught’ to adopt the values and 
behaviours prevalent in these environments. This is related to socialisation, as outlined in chapter 
1.6. Although this conclusion may seem drastic (especially since fourth year students still valued 
other attributes related to interpersonal relations and communication (Aydin, Mine & Akpinar 2017), 
evidence does appear to exist for the presence of ‘hidden curricula’ in placement situations. Jafree 
et al. (2015) found that nursing staff and students agreed that ethical violations are taught through 
such a hidden curriculum. They were, for instance, exposed to the discrimination of patients by staff 
and the non-reportage of errors. Jafree et al. (2015) state that a negative ethical climate reinforces 
itself.  
  
The influence of hidden curricula and role modelling is complex, and appears to take place in various 
ways. Emeghebo (2006) studied nursing students and registered nurses’ perceptions of the 
profession. She found that students’ experiences with nursing role models were positive as well as 
negative. Students described older nurses as more burnt out, and less compassionate to patients, 
and believed that this had a negative influence on students and younger nurses. Based on her 
findings, Emeghebo (2006) argues that students still believe in the values of the nursing profession, 
but that, after they graduate, they often have negative experiences as a result of the high workload, 
and their orientation with preceptors. Following this, their image of the profession tends to become 
more negative, and, after a few years, they accept that providing holistic care is often unrealistic 
(Emeghebo, 2006). Participants in a study by Young, Godbold, and Wood (2019) discussed work 
culture as a central influence on their ability to be caring. However, they indicated that they were 
dismissed as naïve by their colleagues if they expressed kindness towards patients on the ward and 
took the time to communicate with them. Students in this study often felt like they were the only 
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ones caring, with the work culture and individuals discouraging their efforts (Young, Godbold & 
Wood, 2019). Callwood, Bolger, and Allan (2017) showed how students felt disempowered after 
experiencing their first clinical placements. These students stated that they had started to act like 
the staff they worked with, which did not align with their personal values, and expressed a belief 
that they would not be able to effect change. However, as students within this study became more 
accustomed to the clinical practice environment later on in the programme (Callwood, Groothuizen 
& Allan, 2018; Groothuizen, Callwood & Allan, 2019), they argued that bad role models could also 
reinforce one’s own values, and were more selective with regard to which role models’ behaviour 
they would take on board.  
 
Such picking and choosing of role models within the clinical practice setting was also seen in other 
studies (Blowers, 2018; Rosser et al., 2019). In the light of findings from their study, Young, Godbold, 
and Wood (2019) argue that students are highly sensitive to negative caring experiences, and that 
their identity as a nurse can be formed through standing up against one’s mentor, if the latter’s 
instructions are perceived to be uncaring, and contrary to the values of nursing.  
 
Conversely, a longitudinal study by Randle (2002) shows how students became increasingly 
desensitised to moral issues, upon gaining more clinical practice experience. Randle (2002) 
conducted interviews with students of nursing. At the beginning of their programme, students 
mentioned that they experienced moral concerns when witnessing or participating in unethical 
practice. Registered nurses often showed negative attitudes, and exerted their power over students. 
Students pointed out that experienced nurses did not empathise with patients, either being unaware 
of their situation, or consciously choosing to ignore it (Randle, 2002). Where, in their first year, 
students had reported moral conflicts, this was not the case anymore by the end of their 
programme. As time progressed, they ceased to question their colleagues’ practice (Randle, 2002). 
41 
 
‘Fitting in’ was a theme that was often mentioned: Students aspired to be like their more 
experienced colleagues.  
 
2.7. Theme 4. Emotional experiences  
 
Some of the influences on students’ values, identified from the literature, related to their feelings 
and emotions. Papastavrou, Efstathiou, and Andreou (2016) found that students felt that their 
dignity was threatened within the clinical practice environment. Students mentioned that, in order 
to respect patients, nurses need to feel respected themselves. Emotional states were named as a 
determinant of behaviour towards patients (Papastavrou, Efstathiou & Andreou, 2016). Curtis (2014) 
found that students of nursing saw the hardness in their colleagues as a coping mechanism to deal 
with the emotional demands of their work. These students were concerned about their own ability 
to keep providing compassionate practice. Due to the emotional vulnerability and the doubts they 
experienced in relation to professional boundaries, students chose to balance emotional 
engagement with avoidance. They acknowledged that this could lead to the provision of 
uncompassionate care (Curtis, 2014).  
 
Based on their findings that students felt vulnerable when confronted with patients’ vulnerability 
and suffering, Pedersen and Sivonen (2012) argue that, if students feel overwhelmed by this 
vulnerability, and become overinvolved, they may lose their dignity. This process is reinforced when 
there are no opportunities to act according to their ideals. Referring to research by Kelly (1998), 
Pedersen and Sivonen (2012) argue that this can lead students to change their professional self-
concept and compromise their ideals, in order to cope with the situation. Students in Callwood, 
Bolger, and Allan’s (2017) study also developed coping strategies, in order to protect themselves 
from stress and burnout. Upon completing their first year, they stated that, sometimes, one must 
‘take a step back’, and accept that there is nothing that one can do. Within their second and third 
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year, they argued that providing care to the desired standard is not always possible, and that one 
should not feel overwhelmed with guilt in response to this (Callwood, Groothuizen & Allan, 2018; 
Groothuizen, Callwood & Allan, 2019). 
 
Both Curtis (2014) and Pedersen and Sivonen (2012) relate their findings to moral distress, as 
explained in chapter 1.6. Moral distress is associated with cognitive-emotional dissonance (Berger, 
2014). De Vries and Timmins (2017) argue that such dissonance arises when one’s nursing values 
clash with one’s practice (de Vries and Timmins, 2017). They argue that, in order to rid oneself of this 
dissonance, one will put up a ‘smoke screen’ of justifications, trivialisations, denial, or shifts in 
attention. This can contribute to an erosion of care, with a decrease in compassion. De Vries and 
Timmins (2017) argue that there is a social/institutional aspect to this ‘smoke screen’, as, at a group 
level, healthcare professionals tend to repeat justifications for bad care to each other as ‘mantras’ 
(for instance: ‘there just isn’t enough time’). De Vries and Timmins (2017) state that nursing curricula 
would benefit from the inclusion of education regarding such psychological mechanisms, in order to 
increase students’ awareness and understanding of how these may contribute to problems in care.  
 
Further discussing their findings, Pedersen and Sivonen (2012) state that power structures in 
placement environments, anxiety about failing, and the fear of being excluded may interfere with 
students’ development of moral integrity. On the other hand, they state that students could 
perceive their vulnerability as an opportunity for growth. Good relationships with colleagues, 
students’ self-awareness regarding personal development, courage and willpower, and positive 
reactions of patients to the care provided may help support students’ ethical development, when 
they are experiencing vulnerability (Pedersen & Sivonen, 2012). Although the exact pathways 
through which such mitigating factors can be of impact are unknown, and limits to the reach of their 
influence are likely to exist, this sounds promising. 
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2.8. Theme 5. Interactions with patients 
 
Throughout their education programme, students of nursing interact with a variety of patients in 
clinical practice environments. Such interactions can have positive or negative effects on students’ 
values. As mentioned under 2.7, Pedersen and Sivonen (2012) argue that receiving positive 
responses from patients to the care provided is one of the factors that may support students’ ethical 
development. Van der Wal (1999) identified a large number of factors contributing to the erosion or 
maintenance of a caring concern (the will to be caring), which he links to values and ethics, in 
students of nursing. Several of these factors were associated with patient interaction. Contributing 
to the erosion of a caring concern were negative attitudes and perceptions of patients. Spending 
more time with the same patient, and receiving confirmation that the care is being appreciated were 
identified as contributing to the maintenance of a caring concern. Callwood, Bolger, and Allan 
(2017), Callwood, Groothuizen, and Allan (2018), and Groothuizen, Callwood, and Allan (2019) had 
similar findings in relation to patient attitudes: Appreciation from patients reinforced students’ 
values (Callwood, Groothuizen & Allan, 2018), whereas resistant, aggressive, demanding, and 
discriminatory attitudes from patients, challenged these values (Callwood, Groothuizen & Allan, 
2018; Groothuizen, Callwood & Allan, 2019).  
 
2.9. Theme 6. Maturation and associated factors 
 
Positive correlations have been found between nursing students’ professional values and their age 
(e.g. Sherman, 1992; Goldschmidt, 2015), which indicates that maturation may have an influence. 
Kudo et al. (2013) argue that maturation may increase students’ sense of humanity. They base this 
on their findings that students’ ‘resistance to people’s rights’ (the idea that patients’ awareness of 
rights complicates nursing) decreased with age. However, as evidence to support this connection 
between one’s ‘resistance to people’s rights’ and ‘sense of humanity’ is lacking, this conclusion 
seems speculative. 
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Apart from age in itself, changes in students’ lives, associated with maturation may have an 
influence. Arangie-Harrell (1998) and Juujärvi (2006) argue that nursing students’ scores on tests 
assessing moral reasoning increased during a time when they were experiencing changes in their 
lives, associated with maturation (such as learning to live independently, and initiating long-term 
relationships for the first time (Juujärvi, 2006)). However, evidence to support this link is lacking. The 
effect of maturation and associated factors on values and moral development remains unclear. 
 
2.10. Students’ own perceptions of influential factors  
 
 
Research into influential factors on students’ values (and related constructs) often relies on 
quantitative assessment tools (e.g. Yagil, Spitzer & Ben-Zur, 2001; Ham, 2002; Leners, Roehrs & 
Piccone, 2006), or the interpretation and categorisation of students’ larger narratives by 
researchers, to come to conclusions (e.g. Randle, 2002; Thomas, Jinks & Jack, 2015). Another way of 
gathering information regarding influential factors on students’ values is to ask them explicitly what 
they think these influences are.   
 
When asked explicitly what they believed were the most significant influences on their values and 
morality, students across studies mainly mentioned factors associated with learning in the clinical 
setting (Nolan & Markert, 2002; From, 1991; Borhani, Abbaszadeh & Mohsenpour, 2013). In relation 
to this, students in Borhani, Abbaszadeh, and Mohsenpour’s (2013) study argued that witnessing an 
unethical act would increase their knowledge. Other influences named by students were elements of 
classroom learning, such as case studies and ethics courses (From, 1991; Nolan & Markert, 2002); 
external controls, in the form of legislation (Borhani, Abbaszadeh & Mohsenpour, 2013); and 
characteristics of the self, such as spirituality, commitment (Borhani, Abbaszadeh & Mohsenpour, 
2013), and courage (Callwood, Bolger & Allan, 2017). Callwood, Bolger, and Allan (2017) found that 
students, after their first clinical practice experience, described the importance of, but also a lack of 
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courage to act in accordance with their values. They believed that, as their confidence regarding the 
professional role would grow, this courage would automatically increase. Later on in this longitudinal 
study, students, indeed, argued that they experienced a growth in such confidence and courage, due 
to increased knowledge and skills, and feeling more included within the professional team 
(Callwood, Groothuizen & Allan, 2018; Groothuizen, Callwood & Allan, 2019). 
 
Although students’ perceptions in relation to influential factors on their values are important with 
regard to shaping our understanding, it should be noted that students may not necessarily be 
consciously aware of all the factors that may impact their values.  
 
2.11. Other potential factors contributing to values changing or remaining stable 
 
Some potential influential factors on nursing students’ values identified from the literature did not 
fit clearly under any of the six themes identified. Therefore, these factors are outlined separately 
below. 
 
Not all of the factors contributing to the erosion or maintenance of a caring concern in van der Wal’s 
(1999) study were discussed in detail, and many were similar to the influences on values that have 
already been addressed. However, several of his findings concerned additional factors. In relation to 
the erosion of a caring concern, these were physical exhaustion and administrative issues pertaining 
to, for instance, organisational and financial constraints. Examples of factors identified in relation to 
the maintenance of a caring concern were human support resources (not just colleagues, but also 
one’s family, friends, and patients), working in a situation that aligns with one’s personal 
preferences (regarding, for instance, a particular patient population), having more knowledge (about 
technical and medical issues, the patient and oneself), developing resilience (creating appropriate 
distance and becoming able to manage hurt), attributes in relation to the student nurse him or 
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herself (such as religious beliefs, or a willingness to be compassionate), and the use of personal 
strategies (such as using humour, positive self-talk, or prioritisation). In this study, the number of 
factors identified in relation to the maintenance of a caring concern was much higher than the 
number of factors identified in relation to its erosion. This imbalance may provide reason for 
optimism, although it should be noted that van der Wal’s (1999) main purpose was to identify 
positive factors. As such, participants were purposively sampled on the basis that they had high 
scores on a questionnaire assessing self-actualisation. For this reason, results of this study may not 
apply to ‘typical’ students of nursing. 
 
A final potential influence on values in students of nursing is discussed by Rognstad and Aasland 
(2007), who followed a cohort of Norwegian students from the time they were still enrolled on a 
nursing programme, until after their graduation. They found that, compared to their final year of 
study (2001), in 2003, graduates placed an increased importance on a high salary and job security, 
and a decreased importance on human contact. Rognstad and Aasland relate this to a 2002 health 
service reform in Norway, causing shorter hospitalisation periods of patients, and emphasising the 
need for hospitals to balance their budgets. Although, based on the evidence presented in Rognstad 
and Aasland’s (2007) study, one cannot conclude that this health service reform is the (sole) cause of 
the observed changes in students’ values, the suggestion that changes in a country’s macroeconomic 
climate may indirectly contribute to changes in students’ values is thought-provoking and not 
implausible. 
 
2.12. Summary and discussion 
 
 
Several influential factors on values in students of nursing were presented in this synthesis of 
published literature. As seen under 2.4, the classroom element of nurse education is generally 
considered to be important. However, the exact pathways through which this may influence 
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students’ values are unclear. Nursing students appear to experience two ‘reality shocks’ (see 2.5), 
following their enrolment on the nurse education programme. The first shock is related to the 
difference between their lay expectations of nursing and the reality of the profession, with which 
they are confronted as soon as they commence their programme. The second shock relates to the 
discrepancies experienced between what they learn in the classroom, and what they observe within 
clinical practice environments. This second reality shock, which concerns the ‘education-practice 
gap’, shows strong similarities to Kramer’s (1974) seminal work, conceptualising the ‘reality shock’ 
that newly graduated nurses experienced upon transitioning into professional practice. Kramer 
(1974) describes how graduates expected whole-task nursing, but were, instead, confronted with 
bureaucratic and part-task focused hospital environments. Although Kramer’s (1974) work relates to 
graduates post-qualification, this literature review shows that students may start experiencing such 
a shock as early as during their first placement.  
 
Clinical practice learning appears to have an important influence on students’ values. Role models 
and hidden curricula in these environments may, through different pathways, affect students’ values 
and practice. It is not too difficult to see a link between some of the literature presented in section 
2.6 of this synthesis and Maben’s (2003) findings regarding negative socialisation messages, poor 
role modelling and a lack of support in clinical environments, as discussed in chapter 1.6. The 
literature supports the idea that not just graduates, but also students, whilst still enrolled in 
education, are influenced by such factors. Positive and negative interactions with patients in clinical 
practice environments may be a further factor of influence on students’ values. 
 
Due to the demands of the nursing role, students can feel vulnerable, experience moral distress, or 
perceive a loss of dignity. A link can be drawn with the concept of ‘compassion fatigue’, as outlined 
in chapter 1.6. Students may develop coping strategies in order to protect themselves, which can go 
at the cost of providing good patient care.  
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Maturation and associated life events and experiences, which may or may not be related to their 
enrolment on a nursing programme, could also be associated with changes in students’ values. A 
variety of other factors, such as the development of resilience, the use of personal strategies, and 
changes in the economic climate in which care is provided were also identified as potential 
influences on students’ values. 
 
Three issues in relation to the literature presented in this synthesis should be pointed out. The first 
issue pertained to the fact that the literature retrieved originated from different countries (see 
Appendix 1). Despite variations in cultural and professional contexts within these countries, the 
entry requirements for nursing programmes, and the way in which programmes are organised may 
differ per country. This influences the nature of the classroom education provided, but also the 
amount of experience that students are required to have prior to starting their programmes, the 
point at which students commence their first clinical placements, the number of placements 
undertaken, and the total time spent on these placements. These differences complicate the 
drawing of robust conclusions regarding how values are affected by education and clinical practice-
related factors. 
 
The second issue related to the fact that the original research studies included were often either 
quantitative or qualitative. Quantitative studies tended to provide information regarding whether 
values in students of nursing changed or remained stable, but information regarding the factors 
contributing to this was often limited, or based on speculation of the authors. Qualitative studies 
tended to provide more in-depth data in relation to different influential factors on students’ values, 
but were characterised by a greater extent of conceptual slippage, due to a lack of clearly defined 
values frameworks. As such, both types of research designs appear to have their own strengths and 
limitations. This strengthens the rationale for mixed methods research, in which quantitative and 
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qualitative data complement and provide context for one another. Five of the studies identified 
(Miers, Rickaby & Pollard, 2007; Rognstad & Aasland, 2007; Goldschmidt, 2015; Aydin, Mine & 
Akpinar, 2017; Muir-Cochrane et al., 2017) combined quantitative and qualitative data. These 
studies were, however, characterised by a lack of emphasis on the aforementioned 
complementation and contextualisation, and/or a lack of information regarding one of the data 
types. 
 
The third issue with the included literature – which applied particularly to quantitative, but also to 
some qualitative studies – was that, often, only the presence (or absence) of values desirable for 
nursing was assessed, without acknowledging the simultaneous existence of other, potentially 
conflicting values. Several studies (Leners, Roehrs & Piccone, 2006; Lin et al., 2010; Goldschmidt, 
2015; Kaya et al., 2017), for instance, made use of the Nursing Professional Values Scale (Weis & 
Schank, 2000), or its revised version (Weis & Schank, 2009). This instrument asks participants to 
report the importance they place on different desirable professional values for nursing – such as 
caring, trust, and justice – on a Likert scale (Weis & Schank, 2009). However, such desirable values 
are but part of the wide range of values that exist within individuals. The prioritisation of certain 
values over other values is ultimately what determines one’s behaviour (Schwartz, 2012). 
Researching participants’ self-reported importance placed on a range of desirable values is therefore 
insufficient, and indicative of bias. This is further explained in chapter 3.2, and forms the rationale 
for the use of a Situational Judgement Test (SJT, see chapter 5.2) within this research. 
 
2.13. Conclusion 
 
Concluding from the literature, a variety of factors appear to influence values in students of nursing. 
However, much is still unknown regarding the specific pathways through which students’ values can 
be affected. The literature was sometimes contradictory (for instance, regarding the different ways 
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in which hidden curricula and negative role modelling may influence students’ values), and implies 
that certain values can remain stable, or change in a positive direction, whereas other values 
develop in a negative direction. This highlighted the necessity for further research. 
 
The issues listed under 2.12 were taken into account whilst planning the empirical research 
presented in this thesis. The issue of differing countries did not apply, as this research focused 
specifically on VBR and the NHS, and therefore only concerned students in England. In order to 
target the second issue, relating to the limitations of the ‘either-or’ use of quantitative/qualitative 
research methods, a mixed methods approach was adopted, underpinned by a dual-paradigmatic 
philosophy (see chapter 4). To avoid the third issue, of bias in relation to only assessing desirable 
values, the decision to use a Situational Judgement Test (SJT, explained in chapter 5.2) was made. 
This SJT was based on the (desirable) NHS Constitution values, as well as a wider framework of 
human values (Schwartz, 2012). The rationale for employing this wider framework will now be 
explained, in detail, in chapter 3.
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Chapter 3. Wider values framework for this thesis 
 
 
3.1. Introduction 
 
The NHS Constitution values (Department of Health, 2015), which form the primary values 
framework for this thesis (chapter 1.5) are specific, moral values, pertaining to working within the 
NHS. Following on from the literature review (particularly the critique regarding the assessment of 
values in chapter 2.12), this chapter focuses on the broader context in which such values occur, and 
provides a rationale for the wider values framework employed within this research.  
 
3.2. Moral values and axiology 
 
Many contemporary moral philosophers see the study of morality (and, thus, moral values) as 
separate from the study of axiology (the more general study of worthwhile goals and values) 
(Kupperman, 2001). However, in doing so, they fail to acknowledge the context in which moral 
values exist, leading to imbalance and partial blindness (Kupperman, 2001). This links in with the 
aforementioned bias that is researchers only assessing the presence or absence of desirable values, 
without taking the presence of other values into account (chapter 2.12). Moral values are not the 
only ‘values as principles’ that a person can hold: one can, for instance, also hold values relating to 
experiencing pleasure, or gaining power (Schwartz, 2012). The ‘ought to’ (chapter 1.2) in the 
description of ‘values as principles’ as beliefs about how one ‘ought to’ behave does not always refer 
to choosing what is morally right. Someone who is focused on power, for instance, may believe that 
he or she ‘ought to’ behave in a way that maximises his or her chances of gaining power. Values are 
ordered on the basis of their relative importance, meaning that each individual has a personal 
hierarchy of values. When a conflict of values occurs, those values that take priority in a person’s 
values hierarchy are likely to guide behaviour (Schwartz, 2012). According to Rest (1986) the 
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prioritisation of moral values over other personal values is a requirement for ethical behaviour. 
Moral values do, thus, not exist in a vacuum. Therefore, I considered using the NHS Constitution 
values as the sole framework for my research to be insufficient: These values needed to be placed 
within a wider axiological context of human values. 
 
3.3. Theories of human values 
 
In order to find an appropriate wider values framework to underpin my research, I considered 
different theories of human values. Influential work in this area has been conducted by a variety of 
researchers, over the course of many years.  
 
Morris (1956), for instance, discussed values in relation to personality, and distinguished three basic 
dimensions. These were ‘Dyonisian’, referring to indulging in desires, ‘Promethean’, referring to a 
tendency to affect and shape the world, and Buddhistic, relating to self-regulation and repressing 
one’s desires. Morris (1956) suggested that individuals varied in the relative strength of the 
components, and distinguished seven value profiles, in terms of the relative order or strength of 
each component.  
 
Allport, Vernon, and Lindzey (1960) constructed the ‘Study of Values’, defining six human values: the 
‘theoretical’ value, relating to the discovery of the truth; the ‘economic’ value, relating to what is 
useful; the ‘aesthetic’ value, relating to form and harmony; the ‘social’ value, relating to love; the 
‘political’ value, relating to power; and the ‘religious’ value, relating to unity and comprehending the 
cosmos.  
 
Based on their presumption that a limited number of common human problems exists, for which all 
people must find a solution, Kluckhohn and Strodtbeck (1961) developed the Values Orientation 
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Theory. According to this theory, there were five universal questions that humans need to answer. 
The answers to these questions reflected value orientations. These were: ‘What is the nature of 
human nature?’ (variations in value orientation: evil, neutral, mixed, good/mutable, immutable); ‘On 
what aspect of time should we focus?’ (variations in value orientation: past, present, future); ‘What 
is the relationship between humans and nature?’ (variations in value orientation: mastery over 
nature, harmony with nature, subjugation to nature); ‘How should individuals relate to each other?’ 
(variations in value orientation: lineality, collaterality, individualism); and ‘What is the main 
motivation for behaviour?’ (variations in value orientation: being, being-in-becoming, doing).  
 
Rokeach (1973) made a distinction between ‘terminal’ values, referring to desirable end-states, and 
‘instrumental’ values, referring to desirable modes of behaviour. Examples of terminal values were 
‘true friendship’, ‘happiness’, ‘freedom’, ‘wisdom’, and ‘pleasure’, whereas examples of instrumental 
values were ‘ambition’, ‘self-control’, ‘courage’, ‘responsibility’, and ‘independence’.  
 
3.4. Schwartz’ Theory of Basic Human Values  
 
Despite the existence of other theories, the most developed, widely used (Parks & Guay, 2009), and 
most recently updated theory is Schwartz’ ‘Theory of Basic Human Values’ (Schwartz, 2012). Where 
the theories mentioned under 3.3 provided, to varying levels of detail, conceptualisations of human 
values, they failed to describe how exactly these different values related to each other. The Theory 
of Basic Human Values addresses this in detail. Taking the work of earlier value theorists into 
account, the Theory of Basic Human Values places different values in a circular arrangement, which 
represents a motivational continuum (Schwartz et al., 2012, Figure 1). 
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Figure 1: Model of the refined circular continuum of values (from Schwartz et al., 2012) 
 
 
According to Schwartz (2012), values closer to each other in the circle represent more similar 
motivational goals. Multiple values can be compatible with each other, but sometimes they conflict. 
Values that are closer to the top of the circle relate to growth, whereas values closer to the bottom 
relate to self-protection and anxiety avoidance. Values on left side of the circle tend to have a social 
focus, while values on the right side have a more personal focus. According to the refined theory 
(Schwartz et al., 2012; Schwartz, 2017) 19 basic human values exist, which are outlined in Table 3 
below: 
 
Table 3: Schwartz’ 19 values (Schwartz, 2017) 
Value: Referring to: 
Self-direction – Thought Creativity, curiosity, and interest.  
Self-direction – Action Choosing own goals, independence, and self-reliance. 
Stimulation Excitement, novelty, and challenge. 
Hedonism Experiencing pleasure. 
Achievement Others judging one to be successful. 
Power – Dominance Social power and being in charge. 
Power – Resources Wealth and being rich. 
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Face Maintaining one’s public image. 
Security – Personal Staying healthy and safe, avoiding illness. 
Security – Societal Social order and government stability. 
Tradition Cultural and religious traditions. 
Conformity – Rules Conforming to rules and formal obligations. 
Conformity – Interpersonal Not wanting to upset others. 
Humility Accepting what one has, not expecting more/boasting. 
Universalism – Nature Protecting the environment. 
Universalism – Concern Equality and social justice. 
Universalism – Tolerance Being broad-minded and tolerant. 
Benevolence – Care Being helpful and promoting others’ welfare. 
Benevolence – Dependability Being reliable and trustworthy. 
 
Schwartz (2012) argues that the values outlined in the theory are universal, as they relate to goals 
that are necessary to successfully cope with the requirements of human existence: people’s needs as 
biological organisms, and their needs for coordinated social interaction, survival and welfare. As 
such, the NHS Constitution values can be placed within this circular axiological continuum of ‘higher 
order’ values. However, this is not a simple ‘one-to-one’ mapping process: as there is a certain 
amount of multidimensionality in the descriptions of the NHS Constitution values (e.g. ‘putting 
patients first’, as well as ‘speaking up when something goes wrong’ within the description of the 
same NHS Constitution value), each NHS Constitution value relates to multiple values in Schwartz’ 
continuum. The practical implications of this are discussed in chapter 6.3.3.5. 
 
 
Critics of Schwartz’ theory have argued that it lacks parsimony and theoretical focus, due to the 
multiple versions that have been published over the years, proposing, for instance, seven, ten, 
eleven, or nineteen (as displayed above) basic human values (Gouveia, Milfont & Guerra, 2014). 
Responding to this criticism, Schwartz (2014), however, argues that the basic assumption of the 
theory is the existence of a circular continuum of values, and that such a continuum can be 
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partitioned into varying segments. Furthermore, the partitioning of the circular continuum into the 
19 values outlined in the refined theory is based on evidence and careful analysis (Schwartz, 2017). 
Test samples from 82 different countries provide validation for Schwartz’ theory (Schwartz, 2012). I 
therefore considered the theory to provide an appropriate wider values framework for my research.
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Part II: METHODOLOGY, DESIGN, AND METHODS
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Chapter 4. Methodology 
 
 
4.1. Introduction: Mixed methods research 
 
The outcomes of the scoping review (see chapter 2.12 and 2.13) supported the employment of a 
mixed methods design for this research. Mixed methods research is characterised by the collection 
and analysis of both qualitative and quantitative data, with both types of data being integrated or 
linked, by having one build on the other, or embedding one within the other (Creswell & Plano Clark, 
2011). This differs from multiple methods research, in which multiple quantitative or qualitative 
methods are used within the same research, but not necessarily integrated (Creswell & Plano Clark, 
2011).  
 
Mixed methods studies can be carried out with a wide variety of purposes (Bryman, 2006). Some 
examples are: validity (corroboration of quantitative and qualitative data); credibility (using both 
quantitative and qualitative data to enhance the integrity of the findings); completeness (combining 
qualitative and quantitative data in order to get a more comprehensive picture); explanation 
(qualitative data to explain quantitative data and vice-versa), context (quantitative data to provide 
general information, qualitative data to provide contextual information); and illustration (qualitative 
data to provide depth for quantitative data) (Bryman, 2006). Within mixed methods research, the 
mixing of qualitative and quantitative approaches can take place at several levels. This can be, for 
instance, at the level of generating viewpoints, the level of data collection, or the level of analysis 
(Johnson, Onwuegbuzie & Turner, 2007).  
 
The approaches used within mixed methods research are framed within philosophical paradigms 
(Creswell & Plano Clark, 2011). This is outlined under 4.2. The relationship between the paradigms 
underpinning my research and the methods employed is discussed under 4.3. 
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4.2. Philosophical paradigms 
 
Philosophical paradigms are based on ontological and epistemological assumptions (King & 
Horrocks, 2010), and form the methodology underpinning the use of methods and interpretation of 
the data collected. Although mixed methods research does not necessarily imply a mixing of 
underlying paradigms (Creswell & Plano Clark, 2008), my research, presented in this thesis, was dual-
paradigmatic (Greene & Caracelli, 1997). It was built on a post-positivist, as well as a constructivist 
research philosophy. 
 
Positivism is based on the idea that knowledge can only be gained through gathering facts. 
Positivists believe that there is an objective reality that can be described (Potter, 2006). However, 
pure positivism is not a common research paradigm anymore, as its disregard of anything that 
cannot clearly be categorised is seen as too simplistic (Heisenberg, 1971). Post-positivism is an effort 
to upgrade and transcend positivism (Adam, 2014). Post-positivists believe that one should be 
cautious regarding the interpretation of research, as errors can be made by researchers, and 
outcomes can be falsifiable (Adam, 2014). 
 
 
Constructivism is based on the idea that knowledge, rather than objectively discovered, is 
constructed. Constructivists believe that a single reality or truth does not exist, and that knowledge 
depends on the meaning that humans give to it (Potter, 2006).  
 
 
Views on the mixing of methodological paradigms differ (Greene & Caracelli, 1997). Purists believe 
that different paradigms cannot be combined within a single study. Pragmatists, on the other hand, 
believe that the philosophical assumptions of different paradigms are independent, and can 
therefore be mixed with each other. They view paradigm differences as unimportant, as they are 
descriptive rather than prescriptive, and approach research from a ‘what works best’ perspective 
(Greene & Caracelli, 1997). Proponents of a third view, known as dialecticism, agree that paradigms 
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can be mixed, but argue, as opposed to pragmatists, that paradigmatic differences are important. 
According to the principles of dialecticism, the integrity of different paradigms should be 
maintained, in order to come to a dialectical discovery of understandings, perspectives, and 
meanings (Greene & Caracelli, 1997).  
 
4.3. Paradigms in relation to methods 
 
Within my research, the post-positivist and constructivist perspectives each offered their unique 
contribution. Rather than simply choosing ‘what worked best’, I considered it important to be 
consciously aware of the specific strengths and limitations of both these paradigms in relation to the 
research. I acknowledged beforehand that, at some points within the research, post-positivism 
would be the salient paradigm, and that, at other points, this would be constructivism. This was in 
line with a dialectical approach.  
 
The main post-positivist-constructivist dialectic within this research related to, on the one hand, the 
ontological proposition that values are not always explicit or conscious (Pattison, 2004), and the 
corresponding epistemological need to measure them in an implicit, standardised way, and, on the 
other hand, the acknowledgement that it is important to understand how individuals subjectively 
make sense of value-choices and judgements. These propositions oppose each other, the former 
being in line with a post-positivist philosophy, and the latter with a constructivist one. They cannot 
be unified, but can complement each other to build towards a holistic picture of values.  
 
Resulting from this premise was the notion that both perspectives would be equally important 
regarding the overall research aim of exploring potential differences in values between first, second 
and third year students of adult nursing. Within this research, post-positivist assumptions 
underpinned the choice for a Situational Judgement Test (SJT, further explained in chapter 5.2), as a 
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quantitative instrument to assess students’ values. Constructivist assumptions underpinned the 
choice for the qualitative data collections methods in this research: a free-text question at the end of 
the SJT, discussion sessions, and interviews.  
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Chapter 5. Methods 
 
5.1. Introduction and design 
 
This research consisted of three phases, which built on each other, underpinned by dialecticism, as 
explained in chapter 4. The SJT that was developed and piloted in Phase 1 was used within Phase 2 
(main study), in which it formed both a quantitative method of assessment, as well as input for the 
qualitative data collection through the free-text question and discussion session. The quantitative 
and qualitative outcomes of Phase 2 then formed the basis for the interviews with Practice Liaison 
Tutors in Phase 3 (supplementary study). This research followed a sequential mixed methods design 
(Creswell & Plano Clark, 2011), with an embedded triangulation design (Creswell & Plano Clark, 
2011) in Phase 2 (as, within this phase, quantitative and qualitative findings were interpreted 
alongside each other (see chapter 9)). Figure 2 provides a visual representation of the three phases 
of the research. The words ‘quan’ and ‘qual’, in upper and lower case letters respectively, show the 
importance of quantitative and qualitative methods within the research.  
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Figure 2: Visual representation of research phases 
 
 
The methods employed within this research are explained in sections 5.2, 5.3, and 5.4.  General 
ethical considerations are discussed under 5.5. To promote readability, phase-specific details 
regarding the recruitment of participants, data collection, ethical considerations, and analysis are 
not listed in this general methods chapter, but in the respective parts of the thesis (III, IV, V) that 
cover each phase.
Phase 3 (to meet objective 4): Supplementary study (May-June 2019)
qual: Presenting Practice Liaison Tutors with the findings of the main study, and interviewing them in relation to 
their views on these findings, and potential recommendations for education and clinical practice. 
Phase 2 (to meet objectives 2 and 3): Main study (December 2018)
QUAN: Administering the Situational Judgement Test to 
first, second, and third year students of adult nursing.
QUAL: Using a free-text question and discussion sessions 
to explore students' considerations and reflections 
regarding SJT scenarios, by asking which scenarios were 
found to be particularly challenging, and for which 
reasons.
Phase 1 (to meet objective 1): Situational Judgement Test (SJT) 
development and testing (October 2017-September 2018)
QUAL + QUAN: Researching, developing, and piloting the SJT, as the instrument to be used within the main study.
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5.2. Situational Judgement Test  
 
A Situational Judgement Test (SJT) was developed and used within this research. The development 
process (Phase 1) is described, in detail, in chapter 6. An SJT is a testing instrument that presents 
test-takers with hypothetical scenarios, representing job-related problems or dilemmas (Christian, 
Edwards & Bradley, 2010). SJTs allow the test-taker to choose between several response alternatives 
to each scenario. The specific SJT developed for this research presented students with behavioural 
dilemma situations in relation to values.  
 
 
The theory behind SJTs is that individual differences in personality traits affect beliefs regarding the 
effectiveness of SJT response alternatives expressing these traits (Implicit Trait Policies, ITPs) 
(Motowidlo, Hooper & Jackson, 2006). For instance, someone who is agreeable will generally think 
that response alternatives showing agreeableness are more effective than someone who is 
disagreeable. Therefore, Motowidlo, Hooper, and Jackson (2006) argue that SJTs with response 
options developed so that candidates can express high or low levels of a certain trait measure ITPs. 
Like values, ITPs are shaped by general socialisation and life experiences. This contributes to the idea 
that SJTs can also be developed in order to assess aspects of individuals’ values (Patterson et al., 
2014). Performance domains on an SJT can be linked to organisational values (such as the NHS 
Constitution values), and offer a standardised method of objective assessment (Patterson et al., 
2014). Although a variety of SJTs exist to assess non-cognitive, or non-academic, attributes, such as 
empathy and integrity (e.g. Patterson et al., 2013a; Husbands et al., 2015), no published evidence 
could be found regarding SJTs inherently based on the NHS Constitution values. For this reason, I 
developed a new SJT for the purpose of this research. 
 
 
SJTs appear to have good psychometric qualities: Patterson et al. (2014) compared different tools 
that can be used to assess values, looking at, for instance, internal consistency and test-retest 
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reliability, and criterion, construct, and face validity (explained in Table 4 below). Although several 
tools scored high on either reliability or validity, SJTs appeared to be the only instrument that scored 
high on both these aspects (Patterson et al., 2014). Predictive validity, as a form of criterion validity 
(Table 4), could be seen as particularly important, as this relates to the link between (in vitro) SJT 
responses and actual behaviour in the clinical practice setting. Scores on SJTs assessing attributes 
such as empathy and integrity in medical professionals correlate with supervisor ratings of job 
performance (Patterson et al., 2013a; Cousans et al., 2017) and performance in simulation exercises 
related to, for instance, patient communication and team work (Koczwara et al., 2012; Ahmed, 
Rhydderch & Matthews, 2012; Patterson et al., 2009; Patterson et al., 2013a). This provides evidence 
that SJTs bear relevance to behaviour in practice. It should be noted, however, that no research 
articles were found that focused on the predictive validity of SJTs explicitly based on values (see 
information on conceptual slippage regarding values in chapter 2.2).  
 
Different to their use within my research, SJTs are usually employed within selection contexts 
(recruiting candidates based on particular attributes). Research regarding the predictive validity of 
SJTs has therefore mainly taken place within such contexts. It is possible that being involved in a 
selection process incentivises test-takers to fake their responses, or seek coaching, in order to 
enhance their scores. SJTs can be subject to this (Nguyen et al., 2005). Those inclined towards faking 
or seeking coaching in relation to SJT taking may also be prone to doing this in other situations 
where performance is assessed. It is therefore possible that ‘motivation to perform’ – as a third 
variable – is (partly) responsible for the positive correlations found between SJT scores and 
performance-related outcome measures (e.g. Koczwara et al., 2012; Ahmed, Rhydderch & 
Matthews, 2012; Patterson et al., 2009; Patterson et al., 2013a) that underpin researchers’ 
conclusions in relation to predictive validity. In theory, these correlations could therefore exist 
without the presence of a translation of the specific attributes assessed by an SJT to other situations. 
However, evidence does suggest that SJTs assessing certain attributes best predict performance 
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indicators related to these same attributes (Lievens, Buyse & Sackett, 2005; Lievens & Sackett, 
2006), and do not predict unrelated performance indicators (Patterson et al., 2016). This supports 
the notion that scores on an SJT based on values – such as the one developed for this research – will, 
indeed, be related to values based performance. 
 
The quality of any particular SJT will, naturally, only be as good as the quality of its specific items. 
The fact that SJTs appear to be good predictors of performance outcomes does therefore not mean 
any given SJT is inherently of good predictive validity. This highlights the necessity of a robust 
development process. 
 
Table 4: Commonly used measures of reliability and validity (Wilson & MacLean, 2011) 
Reliability (consistency or dependability of a 
measure): 
Validity (extent to which a measure measures what 
it is supposed to measure): 
Internal consistency reliability: Degree to which 
different parts (items) of the same measure produce 
similar results. Often determined by examining the 
correlation of each item with every other item 
(Cronbach’s alpha). 
Criterion validity: Degree to which a measure 
correlates with another criterion variable. Usually 
divided into: 
- Predictive validity – Degree to which a measure is 
able to predict a (future) behaviour associated with 
it. 
- Concurrent validity – Degree to which a measure is 
related to a concurrent criterion. 
Test-retest reliability: Degree to which scores on 
the same measure (administered twice) are similar 
at two different points in time.  
Construct validity: Degree to which a measure 
accurately measures the theoretical construct it is 
designed to measure. Examples: 
- Convergent validity: Degree to which a measure is 
associated with another measure of the same 
construct. 
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- Discriminant validity: Degree to which a measure is 
distinct from other measures. 
Split-half reliability: Degree to which the scores on 
two halves of a measure correlate with one another.  
Face validity: Degree to which a test (subjectively) 
appears to accurately measure a variable. 
 
 
SJTs can be designed so that the test-taker has to prioritise one response over another (Patterson et 
al., 2014). As argued in chapter 2.12, tools that have been developed for the measurement of values, 
such as the Nursing Professional Values Scale Revised (NPVS-R) (Weis & Schank, 2009) often only 
assess for desirable values. However, values that are desirable for a certain profession are not the 
only values present within individuals. Different professional and personal values can be in conflict 
(Pattison & Pill, 2004). A person’s values hierarchy will then determine which values predict 
behaviour (Schwartz, 2012). For example, if the NHS Constitution value ‘compassion’ is present 
within a student, but other values, which have a higher place in that students’ values hierarchy 
(related to, for instance, pleasure, money, or career progression), conflict with this in a particular 
situation, compassion is unlikely to predict behaviour. Therefore, I considered merely measuring the 
presence or absence of desirable values to be insufficient.  
 
 
Like all SJTs, the SJT developed for this research had to present participants with job-related 
problems or dilemma situations. These dilemma situations should not be confused with classic 
‘moral dilemmas’. Moral dilemmas relate to the choice between two equally morally desirable or 
undesirable alternatives (Johnstone, 2009). They can occur, for instance, in the form of a logical 
incompatibility of two different moral principles, competing moral duties, or conflicting moral 
interests between different parties (Johnstone, 2009). The dilemma situations presented to 
participants through the SJT had to differ from such moral dilemmas, in that they had to relate to 
whether moral values (the NHS Constitution values) would be prioritised over other values (such as 
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power and hedonism) in the first place (Rest, 1986), rather than to making a choice between two 
‘morally correct’ alternatives.  
 
 
Within the main study, students of adult nursing with different levels of experience (years one, two, 
and three of the nursing programme) were asked to fill in the SJT, and, thus, make values based 
judgements concerning the scenarios. The purpose of this was to examine whether there would be 
differences between year groups, regarding the prioritisation of the NHS Constitution values over 
other, conflicting values. As such, it would be possible to theorise if, and in which direction, a change 
in students’ value congruence with the NHS Constitution values might occur, as they gain increased 
experience on their education programme.  
 
 
5.3. Free-text question and discussion sessions 
 
The use of an SJT can provide valuable information regarding the judgements students make in 
response to values-related scenarios. However, it does not, by itself, provide any information 
regarding how and why students come to these judgements. In order to gain a deeper 
understanding of factors that might influence the values judgements of students with different 
levels of experience, it was important to, within the main study, also examine the considerations 
these students had when presented with the scenarios. In order to find out more about students’ 
considerations regarding different SJT scenarios, a free-text question was added to the SJT: ‘Which 
of these scenarios did you find the most challenging, and why?’. Subsequent group discussion 
sessions took place, in which this same question was asked, along with further questions to help 
students elaborate on this subject. Group discussion is a means of collecting data from people who 
tend to share common experiences (Payne & Payne, 2004). Through group discussion, it is possible 
to collect data from several people at once (Payne & Payne, 2004). The nature of the discussion 
sessions most closely resembled that of focus groups. A focus group is a group discussion in which 
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the researcher acts as a facilitator, and ensures that participants interact with each other (Barbour, 
2007). Focus groups can explore a range of ideas or feelings that people may have (Krueger & Casey, 
2000). These aspects were present in the discussion sessions that were held. 
 
5.4. Interviews 
 
Following the completion of the main study, a ‘supplementary study’ took place with Practice Liaison 
Tutors (PLTs) in the university. PLTs are those tutors that are responsible for liaising between the 
university and the clinical practice environment. As such, they have a role in supporting the student 
and his or her mentor. Should any issues arise whilst the student is out in practice, the PLT is the first 
point of contact for either party. PLTs are part of the university’s teaching staff, and are, therefore, 
also familiar with the taught curriculum for the adult nursing programme. PLTs are, thus, considered 
to have a well-rounded view of the context in which students’ (theory and practice) education takes 
place. As such, it was expected that additional data collection with PLTs would help provide context 
for, and add to the understanding of the findings in the main study. Furthermore, it was considered 
to be helpful with regard to making recommendations for education and clinical practice. Semi-
structured qualitative research interviews were used as a method for data collection at this stage. 
Qualitative research interviews are flexible and open-ended in style, tend to focus on people’s 
experiences, and seek to build rapport between the interviewer and interviewee (King & Horrocks, 
2010). A research interview can be seen as a conversation, in which the researcher asks about, and 
listens to people’s account of their lived world, in terms of, for instance, views and opinions (Kvale & 
Brinkmann, 2009). PLTs were presented with a summary of findings from the main study, and were 
asked, in a semi-structured format, to provide their views and recommendations. 
 
5.5. General ethical considerations  
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The research was reviewed and granted a Favourable Ethical Opinion from the University of Surrey 
Ethics Committee (UEC 2017 081 FHMS, see Appendix 8). As part of this, a risk assessment was 
conducted. This research was compliant with the General Data Protection Regulation (GDPR), and all 
personal and special category data collected were stored in a secure place. Specific ethical 
considerations regarding the different phases of the research are listed in chapters 6.3.7, 7.4, and 
10.4 respectively.  
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PART III: RESEARCH PHASE 1 – SITUATIONAL JUDGEMENT TEST 
DEVELOPMENT
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Chapter 6. SJT Development 
 
6.1. Chronology of events 
 
Following the decision to design and use an SJT within my research, the development process was 
commenced. Table 5 presents an overview of important events in relation to this process. The 
correspondence of each of these events to DeVellis' (2012) steps for scale development (described 
in chapter 6.3), which were followed to add rigour to the process, is also indicated in the table. 
Chapter 6.2 focuses on the steps undertaken to prepare for the SJT development. Chapter 6.3 
focuses on the detailed development process. 
 
Table 5: Chronology of events in relation to SJT development process 
Event: Date: Corresponding to DeVellis’ (2012) 
step(s): 
Three SJT experts consulted, in order to 
determine best practice in relation to SJT 
development 
May/June 2017 1 (Determine clearly what it is you 
want to measure), 2 (Generate an 
item pool), 3 (Determine the format 
for measurement) 
Literature reviewed, in order to determine 
best practice in relation to SJT 
development 
July 2017 1, 2, 3 
Dilemma scenarios collected from 
literature, to inspire item writing   
July 2017 2 
Dilemma scenarios collected through focus 
groups, to inspire item writing   
October 2017 2 
48 items written October 2017 2, 3 
Items evaluated by 10 service user experts 
(1 item removed) 
October 2017 4 (Have initial item pool reviewed by 
experts), 5 (Consider inclusion of 
validated items) 
Items evaluated by four senior healthcare 
experts at the university (2 items removed, 
items adjusted) 
November 2017 4, 5 
Items evaluated by SJT expert Anton Botha 
(United Nations) (items adjusted) 
November 2017 4, 5 
Items evaluated by four healthcare student 
experts at the university 
February-March 2018 4, 5 
45 items tested with sample of 47 
participants 
March 2018 6 (Administer items to a 
development sample) 
Quantitative evaluation of items (17 items 
removed) 
March-April 2018 7 (Evaluate the items), 8 (Optimise 
scale length) 
SJT finalised April 2018-September 
2018 
8 
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6.2. Preparing for SJT development 
 
6.2.1. Introduction 
 
In order to determine best practice in relation to constructing and validating an SJT, experts 
regarding SJT development were consulted, and literature was reviewed. The results of the 
conversations with experts are presented in section 6.2.2. Findings from the literature are presented 
in section 6.2.3. Section 6.2.4 shows how the knowledge gained from experts and literature was 
applied to my own SJT development.   
 
6.2.2. Consultation of experts regarding SJT development 
 
 
Three experts regarding SJT development were consulted in May and June of 2017. These were 
Adrian Husbands (previously involved in the development of an SJT that assessed integrity in 
applicants to Medicine), Wendy de Leng (involved in the development of a similar SJT) and Nienke 
Schripsema (involved in the development of an SJT that assessed competencies in relation to 
professionality in applicants to Medicine).  
 
Husbands (2017, personal communication) argued that an appropriate approach to SJT development 
would be to collect real-life situations to inspire SJT items, approach Subject Matter Experts (SMEs) 
to help validate the items, and subsequently test these items with a pilot sample.  
 
Those approached to serve as SMEs are often experienced healthcare professionals. Husbands 
(2017, personal communication) questioned whether such healthcare professionals would be the 
right people to help validate an SJT designed to measure (moral) values: With increased experience 
comes an increased likelihood that one has become subject to negative socialisation (as discussed in 
chapter 1.6) and institutionalisation. Husbands (2017, personal communication) proposed the idea 
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of asking NHS whistle-blowers to function as SMEs. He argued that the tendency of such whistle-
blowers to speak up against poor practice would imply good moral character. This conclusion, 
however, seemed arbitrary to me, as, for a start, one cannot be certain that all those who choose to 
whistle-blow do this out of moral consideration.  
 
De Leng (2017, personal communication) advised the use of a deductive, or theoretical approach, in 
order to increase the likelihood that the SJT would, indeed, be able to assess values. Furthermore, 
she pointed out that, although an SJT is never completely unidimensional, the adoption of such a 
deductive approach could help increase unidimensionality, potentially leading to greater reliability. 
Schripsema (2017, personal communication) also referred to the multidimensionality of SJTs, stating 
that this complicates measuring single characteristics with items. De Leng (2017, personal 
communication) stated that this multidimensionality makes the use of internal consistency measures 
debatable. Based on previous research outcomes (de Leng et al., 2017), she advised paying attention 
to the use of scoring methods, as these can influence internal consistency. De Leng (2017, personal 
communication) argued that test-retest reliability (see chapter 5.2) was another measure of 
reliability that could be investigated. 
 
Further advice provided by de Leng (2017, personal communication) was to show the finalised SJT to 
a group of experts without telling them what it was designed to measure, in order to see if they 
would be able to extract the relevant construct(s). 
 
Schripsema (2017, personal communication) advised that, with regard to SJT development, it is 
important to ensure that scenarios are relatable to the proposed target group. For instance, SJT 
scenarios should never require an inexperienced student to place him or herself in the position of a 
qualified professional.  
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None of the experts consulted were able to give advice regarding the necessary number of 
participants needed to pilot the SJT.  
 
6.2.3.  Review of literature regarding SJT development 
 
 
6.2.3.1.  Introduction and search strategies 
 
In July 2017, after consulting the three experts, literature was reviewed to further identify optimal 
methods for constructing SJTs within the healthcare sector. The search terms listed in Appendix 2 
were entered into the same nine databases as listed in chapter 2.1, and Open Grey. The steps 
undertaken to search and include articles are also shown in Appendix 2 (PRISMA diagram). 
 
The literature search yielded 18 relevant articles. Of these articles, 15 described the development of 
a specific SJT. These are outlined in Table 6. The other three records retrieved were review or 
discussion articles. Although the words ‘nurse’, ‘nursing’ and ‘nurses’ were explicitly included in the 
search strings, in order to capture SJTs related to this particular profession, the majority of the 
articles regarding the development of specific SJTs related exclusively to the field of medicine. Most 
of the SJTs described in these articles were developed for the purpose of medical student selection.  
 
Regarding the development of Situational Judgement Tests, multiple relevant factors were 
identified. These are discussed in this chapter. Different SJTs measured different constructs, as 
outlined in Table 6. The SJTs presented scenarios in written (9), video (4), and both written and video 
(1) formats.  
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Table 6: Articles retrieved regarding the development of specific SJTS 
 
Author(s): Target group: Features assessed: Presentation of 
scenarios: 
Colbert-Getz, Pippitt 
& Chan (2015) 
Applicants to medical school Communication, teamwork, 
professionalism, coping with 
pressure 
Written 
Fröhlich, Kahmann & 
Kadmon (2017) 
Applicants to medical school  Self-discipline, self-reflection, 
seeking help, ability to criticise 
and accept criticism, ability to 
establish contact with others 
Video 
Husbands et al. 
(2015) 
Applicants to medical school  Integrity  Written and 
Video 
Kiessling et al. (2016) Summative assessment of 
medical students 
Communication skills in the 
context of shared decision-
making 
Written 
Libbrecht & Lievens 
(2012) 
Medical students  Emotional Intelligence Video 
Lievens (2013) Selection of advanced 
general practitioners  
Communication, empathy, 
professional integrity, coping 
with pressure, problem solving 
Video 
Luschin-Ebengreuth 
et al. (2015) 
Applicants to medicine and 
dentistry 
Behaviours related to social 
interaction in the medical 
context 
Written 
Pangallo, Zibarras & 
Patterson (2016) 
Palliative care workers Behaviours associated with 
resilience in a palliative care 
setting 
Written 
Patterson et al. 
(2009) – also 
described in Lievens 
and Patterson (2011) 
Selection to postgraduate GP 
training 
Empathy, integrity, ability to 
cope with pressure 
Written 
Patterson et al. 
(2017) 
Applicants to undergraduate 
medical and dental school 
Integrity, perspective taking, 
team involvement 
Written 
Schripsema et al. 
(2017) 
Applicants to medical school  Non-academic skills Written 
Schubert et al. (2008) Medical students Ability to judge professional 
behaviour 
Written 
Vermeulen et al. 
(2014) 
Applicants to postgraduate 
GP training 
Cognitions about how to 
effectively resolve practical 
dilemmas in a GP setting  
Written 
Weekley & Jones 
(1997) 
Selection of nursing home 
employees (entry-level jobs)  
Responsibility, organisation, 
maturity, self-esteem, 
respectfulness, caring, team-
orientation 
Video 
 
 
6.2.3.2. Video-based versus written SJTs 
 
Based on the articles included in this synthesis, no consensus could be found regarding the ‘optimal’ 
(written or video) presentation format for an SJT. From a review of the literature, Patterson, Zibarras 
and Ashworth (2015) conclude that video-based SJT items display a higher fidelity to real situations, 
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and, in general, may have higher operational validities than written SJTs. However, based on their 
subsequent research, Patterson et al. (2017) argue that, although differences between the two 
formats should not be ignored, a text-based SJT may be just as effective in predicting non-academic 
outcomes for medical and dental students as a video-based SJT. Husbands et al. (2015) found that 
SJT scores across three formats of the same test (written, short video, verbatim transcript of video) 
were broadly similar. Weekley and Jones (1997) state that, although video-based testing may 
enhance the fidelity of an SJT, it may also add irrelevant contextual information (this could relate to, 
for instance, surroundings, background noises, etc.). As video-based SJTs are more costly to develop 
than written SJTs, the fact that they are not necessarily more effective may support a choice for a 
written format.   
 
6.2.3.3. Job analysis 
 
It appeared that SJTs are often based on a job analysis. This means that relevant aspects of a certain 
professional role are identified, and realistic, relevant job-related situations, on which to base SJT 
scenarios, are collected (Patterson, Zibarras & Ashworth, 2015). A job analysis can take place in 
several ways: Through literature or theoretical research, empirical research, or a combination of the 
two. For Fröhlich, Kahmann, and Kadmon’s (2017) SJT, a job analysis was conducted by deriving 
aspects from social competency models and frameworks. The SJT described in Vermeulen et al. 
(2014) was developed through making use of the knowledge and experiences of general 
practitioners. For the SJT described in Schripsema et al. (2017) a committee of physicians, ethicists, 
and psychologists formulated a variety of scenarios relevant to medical and academic contexts. 
Schubert et al. (2008) conducted a literature search, and held expert discussions to determine 
educational objectives and situations for their SJT, which they based on available evidence from legal 
requirements, professional codes of conduct and consensus statements (regarding, for instance, 
good communication), and published expert opinions. 
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Fröhlich, Kahmann, and Kadmon (2017) point to research by McDaniel et al. (2001) to support their 
argument that conducting a job analysis increases the validity of an SJT. McDaniel et al. (2001) 
indeed found that the criterion-related validity of SJTs based on job analyses was higher than the 
criterion validity of SJTs based on, for instance, the intuition of the test developers. They argue that 
job analyses help ensure SJTs’ job relatedness. SJTs based on job-relevant scenarios have face 
validity, and can be mapped to organisational values (Patterson et al., 2014; Patterson, Zibarras & 
Ashworth, 2015). Kiessling et al. (2016) argue that context-rich SJT items, which offer a transfer of 
knowledge into actual clinical practice situations, are preferable. They recommend an evidence and 
experience-based collection of actual clinical encounters with patients.  
 
Such a ‘critical incident technique’ (Flanagan, 1954), in which real-life incidents and experiences 
relevant to the construct(s) to be measured by the SJT are identified, is often used within the 
process of SJT development. Critical incidents are used to inspire scenario writing, in order to ensure 
that SJT items are realistic. Fröhlich, Kahmann, and Kadmon (2017) brought together a team of 15 
university lecturers from preclinical and clinical departments to collect critical incidents and 
response options reflecting the competencies their SJT was intended to measure. Husbands et al. 
(2015) held critical incident interviews with 12 members of the teaching faculty at a university. The 
scenarios for the SJT described in Lievens (2013) were developed through collecting relevant 
practice situations from experienced doctors. Luschin-Ebengreuth et al. (2015) asked students with a 
minimum study experience of four to six semesters to describe critical situations that they had 
experienced in a medical context. These were situations that they had experienced as either 
particularly appropriate, or inappropriate. Pangallo, Zibarras, and Patterson (2016) conducted critical 
incident interviews with 36 palliative care workers, to identify input for SJT scenarios. Weekley and 
Jones (1997) used the critical incident technique, in combination with a structured questionnaire 
asking entry-level nursing home employees and their supervisors to rate the importance of relevant 
behaviours, in order to develop SJT scenarios.  
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6.2.3.4. Involvement of Subject Matter Experts 
 
It is common practice to involve Subject Matter Experts (SMEs) in the process of SJT development 
(e.g. Kiessling et al., 2016; Fröhlich, Kahmann and Kadmon, 2017; Lievens, 2013). However, looking 
at the literature, the number of experts consulted, as well as who these experts are, and their exact 
role in the process appears to differ across situations. 
 
The first version of the SJT described in Kiessling et al. (2016) was developed by a physician and two 
educational experts. Seven communication experts then completed the SJT, and commented on 
items. After this, the test was adjusted. Colbert-Getz, Pippitt, and Chan (2015) had two educational 
experts categorise the items on their SJT, and studied the extent to which the pre-determined 
domains matched expert categorisation, and whether items reflected multiple domains. As their SJT 
was targeted at high school aged applicants to medical school, Fröhlich, Kahmann, and Kadmon 
(2017) describe how 32 high school students were consulted as experts, and asked to make editorial 
comments on the items, in order to ensure their comprehensibility for this age group. Subsequently, 
a scoring key for the different response options was developed by 37 physicians and 29 clinical 
psychologists, agreement between the experts being determined through calculating the intra-class 
correlation (ICC) coefficient. Discrepancies between the SMEs regarding items for which the ICC 
coefficient was sufficient (.50 or higher) were resolved through discussion.  
 
Such involvement of SMEs regarding the generation of a scoring key is often seen within SJT 
development processes. Test-takers need to be awarded a certain number of points for the 
responses that they provide to each SJT item. As, due to the dilemma-focused nature of SJT items, 
objectively ‘right’ or ‘wrong’ answers do not always exist, experts are asked to help determine what 
are ‘good’ and ‘bad’ responses.  
80 
 
Lievens (2013) describes how a scoring key was developed by a panel of experienced doctors, who 
reached satisfactory agreement, and, similar to the experts described in Fröhlich, Kahman, and 
Kadmon’s (2017) study, resolved discrepancies through discussion. For the SJT described in Schubert 
et al. (2008), 44 experts, who were physicians as well as non-physicians from the fields of medical 
ethics and law, ranked or rated the response options for each item. It was decided that two thirds of 
the experts needed to agree on the best answer, for an item to be included in the final version of the 
SJT. Regarding the SJT described in Patterson et al. (2009) and Lievens and Patterson (2011), 
experienced general practitioners worked with three psychologists to develop, review, and refine 
the items. A concordance analysis took place to ensure agreement of the SMEs over the scoring key 
for each item. The SJT described in Schripsema et al. (2017) was designed by a committee of 
physicians, ethicists, and psychologists. All scenarios, and the appropriateness of responses to these 
scenarios were discussed until consensus was reached. After this, the committee defined the scoring 
key for the SJT.  
 
Concluding from the above, agreement between SMEs regarding a scoring key can be ensured 
through the use of quantitative measures (concordance analyses, such as calculating the ICC 
coefficient), or through a qualitative discussion process. It is also possible to involve SMEs in the 
development of a scoring key by asking them to complete the SJT themselves, and base the key on 
their expert scores. In such a case, it can, for instance, be decided that an SJT taker will be awarded 
points for an answer, if this answer is the same as the answer given by the majority of the SME 
group. The scoring key for the SJT described by Vermeulen et al. (2014), for example, was based on 
the scores of experienced general practitioners.  
 
Weekley and Jones (1997) developed an empirical key, using the averaged responses of all test-
takers, meaning that these test-takers themselves (in this case, entry-level employees in a nursing 
home) were the SMEs. In this study, an additional key was developed, based on opinions of nursing 
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home patients’ relatives, to represent the service user view (as proxies, given that there was a high 
incidence of dementia and Alzheimer’s in the nursing home). Regarding the SJTs described in the 
retrieved literature, Weekley and Jones (1997) were the only ones to include the patient 
perspective, when selecting SMEs. It is unclear why the patient perspective is not taken into account 
more by developers of healthcare-related SJTs, as one could argue that patients are the main 
stakeholders when it comes to healthcare provision. 
 
Sometimes, different types of SMEs are involved throughout subsequent stages of the SJT 
development process. Luschin-Ebengreuth et al. (2015) showed critical incidents identified by 
students to a group of experts, who categorised and selected them, and adapted them to create test 
items. Subsequently, professors and lecturers critically evaluated possible courses of actions, as 
response alternatives to the scenarios. After this, a steering committee of professors, lecturers and 
psychologists continued this evaluation. Pangallo, Zibarras, and Patterson (2016) describe how six 
nurses, two consultants, three social workers, and three psychologists were asked to look at the 
scenarios for their SJT, in order to determine whether they were applicable to the context, look at 
the wording of items, and determine whether these items provided a realistic representation of 
their own experiences. Based on this, some items were deleted and others amended. Then a second 
expert round took place, with two nurses, three consultants and, three psychologists, after which 
review took place, and more items were deleted. After a final sign-off by both groups of SMEs, ten 
more items were deleted and items were reviewed. Then the groups of SMEs were asked separately 
to describe the most effective actions to take, in order to develop a scoring key. 
 
Concluding from the literature, there are, thus, many different ways and stages in which SMEs can 
be involved within the SJT development process.  
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6.2.3.5. Behavioural tendency versus knowledge instructions 
 
 
SJTs exist in behavioural tendency (‘what would you do?’) or knowledge (‘what should you do?’) 
formats. Luschin-Ebengreuth et al. (2015) found that their SJT with behavioural intention 
instructions correlated only weakly with cognitive measures, and explain this by stating that this SJT 
measured ‘typical’ rather than ‘maximal’ performance (McDaniel et al., 2007). Fröhlich, Kahmann, 
and Kadmon (2017) used a behavioural tendency format as well, pointing to McDaniel et al.’s (2007) 
finding that SJTs with behavioural tendency instructions show higher correlations with personality-
criteria (agreeableness, conscientiousness, emotional stability), whereas SJTs with knowledge 
instructions show higher correlations with cognitive criteria. Ployhart and Ehrhart (2003) showed 
that behavioural tendency instructions had a higher level of reliability, construct validity, and 
criterion validity than knowledge instructions, when looking at learning and study strategies, and 
performance in university students. However, behavioural tendency instructions may be more prone 
to faking and coaching (McDaniel et al., 2007), which is discussed under 6.2.3.10. 
 
6.2.3.6. Response formats 
 
 
SJTs can have different response formats: test-takers can be asked to rank response options to SJT 
scenarios, rate them, select a single option as the best (knowledge based instructions), or their most 
likely (behavioural tendency instructions) response, or select multiple ‘good’ or ‘likely’ response 
options.  
 
Schubert et al.’s (2008) SJT had a ‘single best answer’ response format. Husbands et al. (2015) used 
four point Likert-scales, on which candidates could assign responses to items ranging from ‘most 
appropriate’ to ‘least appropriate’. Lievens and Patterson (2011) and Colbert-Getz, Pippitt, and Chan 
(2015) describe the use of both rank-order items, with points being awarded for the correct (or close 
to correct) rank-order, and ‘select multiple responses’ items, with points being awarded for each 
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correct response. The SJT described by Schripsema et al. (2017) presented test-takers with a 
‘professional-unprofessional bar’ on which they could indicate the appropriateness of each response 
option. Full points were awarded when responses were ranked in the correct order, but points were 
also given when extremities were correct, or when the response was placed on the correct half of 
the bar. Vermeulen et al. (2014) used a rating format. Four behavioural options, of which 
participants had to rate the effectiveness, were presented for each scenario. One major difference 
between a ranking and a rating format is that a rating format does not require test-takers to 
prioritise one response over the other (i.e. it is possible for participants to give the same rating to 
different response alternatives). A disadvantage of rank-order items is that they may take a long 
time to complete (Colbert-Getz, Pippitt & Chan, 2015). 
 
Different response formats have been researched in relation to reliability outcomes. Patterson et al. 
(2012) point towards research by Ployhart and Ehrhart (2003), who found the highest internal 
consistency for rating the effectiveness of each response (alpha of .73), and the lowest internal 
consistency (alpha of .24) for choosing a single most effective response. However, looking at 
Ployhart and Ehrhart’s (2003) original research, it appears that they found varying point estimates 
for the different formats. Point estimates for rating formats ranged from .65 to .73, where point 
estimates for formats with only one choice ranged from .24 to .65. This implies that the difference in 
internal consistency between both methods may not be as substantial as suggested by Patterson et 
al. (2012). Ployhart and Ehrhart (2003) state that, as internal consistency measures relate to 
standard deviation, it makes sense that scoring methods with a lower standard deviation lead to 
lower measures of internal consistency (the range of possible points to be awarded is usually larger 
for scoring methods that have a rating or ranking format than for scoring methods that ask for a 
single best answer, generating a higher standard deviation). 
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6.2.3.7. Number of items  
 
 
An ‘ideal’ or ‘optimal’ number of SJT items does not seem to exist. In general, SJTs with more items 
appear to have a higher internal consistency (Patterson et al., 2012). However, in reality, SJTs with as 
few as six items (Schripsema et al., 2014), as well as with 50 or more items (Patterson et al., 2009; 
Colbert-Getz, Pippitt & Chan, 2015) have been developed.  
 
SJT developers often pilot a number of items that is (much) larger than the number of items that 
they wish to include in their final SJT. Colbert-Getz, Pippitt, and Chan’s (2015) goal was to develop an 
SJT with 60 items. In order to do this, they selected the best items (based on scoring and 
generalisation evidence) from a larger item pool. Items with difficulty values two or more standard 
deviations from the mean were removed. They argued that, in order for an item to be considered 
‘good’, the item difficulty index (proportion of participants that provide the correct answer) should 
be between .30 and .80. Husbands et al. (2015) found that, of the 50 items in their original SJT, 14 
items contributed negatively to the Cronbach’s alpha. These items were removed, and 36 remained. 
A 22 item computer-based test, with seven context-poor, and 15 context-specific SJT questions, 
described in Kiessling et al. (2016), had three items with an item-test correlation negative or close to 
zero. These items were deleted. For the SJT described in Patterson et al. (2009) and Lievens and 
Patterson (2011), 50 SJT questions remained after the evaluation of 186 original items. 
 
Not all SJTs have been developed in a way that one single scenario corresponds to one single test 
item: SJTs differ in their total number of items, as well as in the number of items linked to scenarios. 
Husbands et al.’s (2015) SJT, for instance, consisted of 36 items, but presented test-takers with only 
ten scenarios. Schubert et al. (2008) developed an SJT with 17 scenarios, and one to three 
corresponding items per scenario, leading to a total number of 35 items. 
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6.2.3.8. Convergent validity  
 
 
In order to determine whether an SJT measures the construct that it is designed to measure, SJT 
developers often tend to calculate the correlation of participants’ SJT scores with their scores on a 
scale that is known to measure the same, or a similar construct (convergent validity, see chapter 
5.2). For their SJT measuring integrity, Husbands et al. (2015) found significant correlations between 
SJT score and, among other factors, an honesty-humility dimension of a personality test. The SJT 
described in Lievens and Patterson (2011) significantly correlated with a biodata inventory 
measuring the same job dimensions as those included in the SJT. Fröhlich, Kahmann, and Kadmon 
(2017) used criteria such as personality factors to determine the convergent validity of their SJT, and 
found weak to moderate relations. Libbrecht and Lievens (2012) used an emotion perception test to 
determine convergent validity for an SJT measuring emotional intelligence. 
 
6.2.3.9. Reliability and multidimensionality 
 
 
Internal consistency has been discussed in relation to determining response formats and SJT length, 
under 6.2.3.7. It appears to be the measure most often used to determine the reliability of an SJT. 
Internal consistency tends to be calculated for an SJT as a whole, but can also, in the case of SJTs 
that measure multiple domains, be calculated in a stratified way. Colbert-Getz, Pippitt, and Chan 
(2015) argue that, if the latter is the case, Cronbach’s alpha for each domain should be at least .70. 
However, Colbert-Getz, Pippitt, and Chan’s (2015) SJT domains turned out to have a low internal 
consistency, with the majority of the items measuring multiple domains. Lievens and Patterson 
(2011) obtained a similar result, when they produced dimension scores for the SJT they studied: 
internal consistency reliabilities were relatively low (.35-.64). They relate this to prior research, by, 
for instance, Whetzel and McDaniel (2009), which shows that SJTs are heterogeneous at the item 
level. Whetzel and McDaniel (2009) indeed point out that SJT items often have a multidimensional 
load, meaning that a single item can reflect a variety of constructs or dimensions.  
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Another way of examining different domains within an SJT, is to conduct factor analysis on scores. 
Husbands et al. (2015) and Fröhlich, Kahmann, and Kadmon (2017) conducted factor analysis on the 
items of their SJTs. Husbands et al. (2015) did not find any clearly discernible patterns, which may be 
attributable to multidimensionality. Fröhlich, Kahmann, and Kadmon’s (2017) factor analysis also 
showed ambiguous results: they found that their SJT was not homogeneous, and that the number of 
factors extracted was considerably higher than they expected on the basis of their theoretical 
assumptions. Regardless of this, both of these SJTs had overall internal consistency scores that were 
considered satisfactory (Husbands et al., 2015; Fröhlich, Kahmann & Kadmon, 2017). Due to the 
multidimensionality of SJTs, factor analysis may not be a particularly appropriate method in this 
context. 
 
Although moderate reliability can be a shortcoming of SJTs (Kiessling et al., 2016), in general, 
researchers report good levels of internal consistency, with Cronbach’s alpha’s ranging from .43 to 
.94 (McDaniel et al., 2001; Patterson et al., 2012). As mentioned earlier, SJTs with more items seem 
to have a higher internal consistency (Patterson et al., 2012).  
 
It appears that different researchers have different opinions regarding the importance of a high 
Cronbach’s alpha. Kiessling et al. (2016) concluded from their study that 18 items should be added to 
their SJT, in order to achieve an acceptable Cronbach’s alpha. However, Schripsema et al. (2017) did 
not consider the relatively low Cronbach’s alpha for their six item test (.43) to be problematic, as 
they argued that different SJT items measured different relevant aspects of professionalism.  
 
6.2.3.10. Faking and coaching effects 
 
 
When it comes to SJTs, an important question is whether they really measure the constructs that 
they are designed to measure, or whether it is possible for test-takers to be coached, or fake their 
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answers. Patterson et al. (2013b), citing Lievens et al. (2012), state that SJTs with a more 
heterogeneous content are less susceptible to coaching. Lievens et al. (2012) argue that the range 
and specificity of strategies to learn is increased for more heterogeneous SJTs. Citing Cullen, Sackett, 
and Lievens (2006), Patterson et al. (2013b) also state that, when SJTs are based on empirical keying 
and expert opinions, effects of coaching can be minimised. However, the original study by Cullen, 
Sackett, and Lievens (2006), appears to show that an SJT with an empirical key, compared to an SJT 
with a key based on expert judgements, was, in fact, more susceptible to coaching effects.  
 
In this context, Patterson et al. (2013b) also, once again, point out that SJTs with knowledge-based 
response instructions are less susceptible to coaching (McDaniel et al., 2007). Fröhlich, Kahmann, 
and Kadmon (2017) found that applicants to medical school got higher scores on their SJT with 
behavioural tendency instructions, than did medical students who were already registered on a 
course. They state that this could be because applicants to a selection process are particularly 
motivated to perform well, and that the admission context may have led to profiling.  
 
6.2.3.11. Fairness of SJTs, in relation to different test-takers 
 
 
In a selection context, SJTs appear to have a lower adverse impact regarding ethnicity and gender 
than other assessment tools, such as cognitive ability tests (Patterson, Zibarras & Ashworth, 2015). 
However, multiple studies have found that women tend to outperform men on SJTs (Luschin-
Ebengreuth et al., 2015; Husbands et al., 2015), and the way in which a scoring key is developed may 
lead to a racial bias: In their study, Weekley and Jones (1997) found that the scoring key based on 
patients’ family members’ opinions was more biased towards race than the empirical key. 
 
Pangallo, Zibarras, and Patterson (2016) found that their SJT was correlated with previous job 
experience. Schripsema et al. (2017) found a positive relation between previous academic 
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experience and SJT score, when correcting for age, which they believe may be due to the fact that 
these applicants have already formed a professional identity (the SJT was developed to measure 
professionalism). This implies that, within a selection context where some applicants have relevant 
job or academic experience, and others do not, those applicants with experience may have an 
(arguably unfair) advantage. 
 
Schripsema et al. (2017) also found that vocational interest was related to performance on their SJT, 
with applicants scoring higher on items that matched their vocational interest. They state that this 
was unanticipated, and believe that this can be seen as adverse impact.  
 
6.2.4. Conclusion – Application of expert advice and literature 
 
The expert consultations and the literature reviewed provided guidance for my own SJT 
development. As the literature did not provide clear evidence for the superiority of either a written 
or video format for SJTs, a choice was made to go with the, less costly, written alternative. 
 
From the literature, it became clear that it would be important to base the SJT on a job analysis (e.g. 
McDaniel et al., 2001). It appeared that the (inductive) approach of collecting critical incidents (e.g. 
Pangallo, Zibarras & Patterson, 2016; Fröhlich, Kahmann & Kadmon, 2017) was a good way to do 
this. However, based on de Leng’s (2017, personal communication) advice, it was concluded that it 
would also be useful to adopt a theoretical (deductive) approach to item development, in order to 
increase the construct validity and reliability of the SJT.  
 
A general consensus seemed to exist regarding the importance of contacting SMEs to evaluate 
developed items, and assist with the generation of a scoring key. However, as different articles 
showed the involvement of different types of SMEs, it remained unclear who the ‘best’ SMEs are to 
involve in the SJT development process. Most articles reviewed described the involvement of senior 
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or experienced professionals (of which Husbands (2017, personal communication) was sceptical), 
but did not list a clear rationale for this. It became clear that, in addition to senior professionals, 
SMEs could also, for instance, be patient representatives (Weekley & Jones, 1997), psychologists or 
ethicists (Luschin-Ebengreuth et al., 2015; Fröhlich, Kahman & Kadmon, 2017; Schripsema et al., 
2017), or members of the target group within which the SJT is intended to be used (Weekley and 
Jones, 1997; Pangallo, Zibarras & Patterson, 2016). For this reason, a decision was made to involve 
experts with different backgrounds in the SJT development process. 
 
Another point that emerged was the great variation, across the literature, regarding the number of 
SMEs consulted in relation to SJT development. Therefore, it was impossible to draw any conclusions 
regarding an ‘ideal’ number of experts to include. Something that was clear from the literature was 
that, if SMEs are involved in the development of a scoring key, they need to reach agreement 
(quantitatively or qualitatively) regarding response alternatives.  
 
The particular SJT to be developed for my research was intended to measure values, which are 
associated with personality constructs (Parks & Guay, 2009) rather than cognitive or knowledge 
factors, and which are motivational goals in relation to behaviour (Schwartz, 2012). Therefore, the 
use of behavioural tendency instructions appeared more suitable than the use of knowledge 
instructions (McDaniel et al., 2007). This type of instructions has been shown to be more susceptible 
to coaching or faking effects, but, as the SJT within this research would not be used for selection, it 
was expected that participants would not experience a high motivation to seek coaching or fake, in 
line with results by Fröhlich, Kahmann, and Kadmon (2017).  
 
The literature showed that response formats that generate a broader range of possible item scores 
(such as ranking or rating formats) are likely to have internal consistency coefficients that are slightly 
higher. However, SJTs with a ranking format take a long time to complete (Colbert-Getz, Pippitt & 
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Chan, 2016), and SJTs with a rating format do not require a participant to prioritise one response 
over the other – something that was important for the SJT that was to be developed for this 
research, as values have been shown to be hierarchically organised within a person (Schwartz, 2012). 
Therefore, an SJT for which students need to pick a single answer appeared to be more suitable. In 
order to increase the internal consistency of this single-answer SJT, the idea emerged to develop a 
scoring key that would not be binary (i.e. one point for the ‘right’ answer, zero points for all of the 
other answers), but, for instance, with three points being awarded if the test-taker picks the ‘best’ 
response (in this case: the response that shows the highest congruence with the NHS Constitution 
value that an item is based on), two points being awarded if he or she chooses the ‘second’ best 
response, one point being awarded if he or she picks the ‘third best’ response, and no points being 
awarded if he or she picks the ‘worst’ response. In line with Ployhart and Ehrhart’s (2003) findings, it 
was expected that this would increase the range of possible item scores, and therefore the internal 
consistency of the SJT.  
 
In personal communication, de Leng (2017) argued that the use of internal consistency as a reliability 
measure for SJTs is debatable. However, the literature showed that, in this context, Cronbach’s 
alpha is a widely used measure nonetheless. The main limitation to the use of Cronbach’s alpha in 
relation to SJTs is that SJTs are not unidimensional. This does not only apply to entire SJTs as a 
whole, but also to individual SJT items (Whetzel & McDaniel, 2009). It is possible that, due to issues 
with multidimensionality, Cronbach’s alpha coefficients for SJTs may be relatively low, compared to 
more unidimensional tests. It was concluded that, although this may not necessarily be a problem 
(Schripsema et al., 2017), the heterogeneity of SJTs should be taken into account, when interpreting 
scores. Determining the test-retest reliability for the SJT, as suggested by de Leng (2017, personal 
communication), was considered. However, this required a pilot sample to undergo multiple 
moments of measurement within a short space of time. Looking at the availability of adult nursing 
students at the university, and the fact that this group also needed to be involved in other aspects of 
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the validation, such as – as outlined below – the convergent validity analysis, it was concluded that 
this was not feasible.  
 
The SJT that was to be developed needed to measure the six NHS Constitution values. However, due 
to the multidimensionality of SJTs (Whetzel & McDaniel, 2009; Lievens & Patterson, 2011; Husbands 
et al., 2015; Colbert-Getz, Pippitt & Chan, 2015; Fröhlich, Kahmann & Kadmon, 2017) it appeared to 
be unlikely that these six separate domains would be discernible through calculation of a stratified 
alpha or factor analysis. It was decided, however, that an exploratory factor analysis could be run in 
order to inspect this. 
 
It became clear that an ‘ideal’ number of SJT items does not appear to exist, although SJTs with more 
items tend to have higher internal consistency coefficients (Patterson et al., 2012). Most SJT 
developers appear to pilot a larger sample of items than they wish to include in their final SJT, in 
order to ensure that ‘poor’ items can be deleted. Such an approach to scale development is also 
recommended by DeVellis (2012). I resolved to adopt this method. 
 
It is common for SJT developers to use convergent validity criteria, in order to ensure that their SJT 
measures the construct it is intended to measure. It was decided to determine the correlation of the 
SJT with relevant domains of a scale designed to measure values.  
 
In order to be able to correct for potential confounding factors, it was decided to ask participants to 
state their ethnicity, gender, age, previous healthcare education or training, and whether English is 
their first language. As the first year students that were intended to take part in the main study 
would do so prior to gaining clinical practice experience on the nurse education programme, the 
intent was to develop items that did not necessarily require participants to have any previous 
experience (Schripsema, 2017, personal communication).  
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6.3. SJT development according to DeVellis’ (2012) steps for scale development 
 
6.3.1. Introduction to steps 
 
After acquiring the necessary information in relation to SJT construction from experts and literature, 
the development process could commence. In order to ensure that all the necessary actions were 
taken and no important aspects were omitted, DeVellis’ (2012) steps for scale development were 
used to guide this process. These can be seen in Table 7. 
 
Table 7: DeVellis’ (2012) steps for scale development 
Step 1. Determine clearly what it is you want to measure 
Step 2. Generate an item pool 
Step 3. Determine the format for measurement 
Step 4. Have initial item pool reviewed by experts 
Step 5. Consider inclusion of validated items 
Step 6. Administer items to a development sample 
Step 7. Evaluate the items 
Step 8. Optimise scale length 
 
6.3.2. Step 1. Determine clearly what it is you want to measure 
 
 
DeVellis (2012) argues that researchers often think they have clear ideas regarding what they want 
their scale to measure. However, in practice, these ideas frequently turn out to be more vague than 
initially assumed. In order to help determine clearly what it is one wants to measure, DeVellis (2012) 
argues that theory regarding a construct must be taken into consideration. This aligns with de Leng’s 
(2017, personal communication) advice regarding the use of a theoretical approach regarding the 
SJT development process. Along with the information that was available regarding the NHS 
Constitution values, Schwartz’ refined theory of human values (Schwartz, 2017, see chapter 3.4) 
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provided a wider theoretical framework for the SJT development. The SJT needed to measure the 
congruence of students’ values with the NHS Constitution values, taking into account the context in 
which these values exist. As such, the SJT was developed to assess whether students would prioritise 
the NHS Constitution values, as specific expressions of certain values in Schwartz’ continuum, over 
expressions of other personal values in Schwartz’ continuum, when confronted with behavioural 
dilemma scenarios.  
 
6.3.3. Step 2. Generate an item pool 
 
6.3.3.1. Introduction to Step 2 
 
 
In order to inspire item writing, critical incidents had to be collected. With regard to the purpose of 
the SJT (see chapter 5.2), these incidents needed to be dilemma situations regarding values that 
students can experience or observe on their placements. As described in chapter 5.2, a ‘dilemma 
situation’ in this thesis did not refer to a classic ‘moral dilemma’ between two equally morally 
desirable or undesirable options, as defined by Johnstone (2009). Instead, it referred to a situation 
that requires a choice to be made between moral values and other, conflicting, personal values. As 
seen in chapter 2, clinical practice environments can be difficult for students to negotiate, due to, for 
instance, the incongruence of common practice with moral values, and emotional experiences. As 
such, situations in which students have to choose between different values are likely to occur.  
 
SJT scenarios presented to test-takers had to reflect situations in which the NHS Constitution values 
would be placed against other, conflicting values. This way, it would be possible to see whether test-
takers would prioritise the NHS Constitution values over these other values (related to, for instance, 
pleasure, or personal gain). The first step towards finding appropriate dilemma situations was 
conducting a literature search. After this, focus groups with healthcare students provided additional 
94 
 
dilemma situations. Thirdly, a service user suggested some further dilemma situations, drawn from 
her personal experience.   
 
6.3.3.2. Identifying dilemma situations from literature 
 
 
In July 2017, the nine databases (chapter 2.1) were searched to find values based dilemma situations 
that students of nursing encounter in day to day clinical practice situations. Titles and abstracts 
within the databases were searched for the combination of terms listed in Appendix 3. These terms 
were also entered into Open Grey. 
 
The steps of the search and inclusion process (PRISMA diagram) can be found in Appendix 3. Only 
articles that provided specific, detailed information about situations in which values-related 
dilemma situations that students of nursing can encounter in clinical practice situations were 
included. Articles that were published before 1990, or that were only relevant in the context of 
specific cultures or patient populations were excluded. Articles about macro-ethical issues, such as 
euthanasia, were also excluded, as these articles (a) mostly related to classic ‘moral dilemmas’, and 
(b) did not reflect situations that students tend to encounter within their day to day practice.  
 
I feared that immediately relating the dilemma situations extracted from the literature to the 
different NHS Constitution values would be hasty and unreflective (Groothuizen, Callwood & 
Gallagher, 2017). Therefore, I made the decision to, first, look at similarities in the nature of these 
situations, and categorise them into different dilemma situation types accordingly. As such, seven 
main behavioural dilemma situation types emerged from the literature. These types, and their 
subtypes, are outlined below. Subsequently, the specific dilemma situations that were found to be 
suitable to inspire SJT item writing are listed in Table 8, on page 105.  
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Dilemma situation type A. Speaking up versus keeping quiet regarding poor practice: 
Whilst on placement, students often encounter situations in which staff members behave 
unethically. Examples are ignoring protocols, or treating patients in an impersonal manner 
(Cameron, Schaffer & Park, 2001; Knowles, 2014). Based on the reviewed literature, dilemma 
situations regarding whether or not to ‘speak up’ against these instances of poor practice appear to 
be the most common situations that nursing students’ experience. There are multiple reasons why 
students experience difficulty when it comes to challenging other staff members. 
 
Upon entering their placement environment, nursing students are confronted with power 
relationships between themselves, as students, and registered nurses, as well as between nurses 
and doctors, with doctors taking up a higher place in the workplace hierarchy (Axford, 2005; Yeh, Wu 
& Che, 2010). Students often feel that they are at the bottom of this hierarchy (Knowles, 2014). The 
fact that other staff members have greater authority or seniority can make students afraid to 
question their practice (Cameron, Schaffer & Park, 2001; Levett-Jones & Lathlean, 2009; Knowles, 
2014).  
 
The fact that students’ wish to pass their placement assessment is another aspect that can conflict 
with their tendency to speak up against poor practice. Students are afraid that, if they raise 
concerns, their mentor will make negative comments in their documentation, their grade will be 
impacted, or workplace staff will refuse to complete their assessment altogether (Clarke, 2015; 
Fagan, Parker & Jackson, 2016).  
 
Apart from the organisational hierarchy in placement environments, and the fear of negative 
assessment outcomes, students experience the wish to ‘fit in’ with other staff members. Cameron, 
Schaffer, and Park (2001) discovered that students found it difficult to point out errors, as they 
wanted to be friends with the other staff members, and keep their trust. Sometimes, they felt that 
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they had to take sides between members of the nursing staff and the patient. Despite their wish to 
advocate for the patient, students can be afraid to make enemies, and do not want to be the only 
person not conforming to common routines (Knowles, 2014). Park et al. (2003) found that a fear of 
hostility from other staff members was a reason for students not to speak up against poor practice. 
Cultures of silence can exist in the workplace, and speaking up can result in social retributions 
(Fagan, Parker & Jackson, 2016). 
 
Clarke (2015) highlights the existence of workplace cliques, with staff doing what it takes to remain a 
member of a clique, and experiencing the fear of being considered an outsider when raising 
questions. Due to their student status, nursing students often already feel like outsiders (Lemonidou 
et al., 2004; Kyrkjebø & Hage, 2005). For this reason, they are afraid that asking the wrong questions 
will get them in trouble (Kyrkjebø & Hage, 2005). Levett-Jones and Lathlean (2009) conducted a 
study regarding students’ experiences of belongingness whilst on placement. They found that 
students were more willing to conform, and less likely to question poor practice, when they felt 
insecure, isolated, or ostracised in the placement environment. 
 
Sometimes, students refuse to speak up because of a belief that doing so will not cause a change 
(Monrouxe et al., 2014; Fagan, Parker & Jackson, 2016). Especially when poor practice is perceived 
to be a common occurrence, students may feel that speaking up will be ineffective, and may 
therefore remain silent (Fagan, Parker & Jackson, 2016). Yeh, Wu, and Che (2010) found that a 
reason not to challenge unethical behaviour was the belief that those responsible would not be 
punished for their actions. Cameron, Schaffer, and Park (2001) found that students were afraid of 
raising an issue, and being ignored. Esterhuizen (2007) describes the account of a student who 
discussed what she perceived to be poor practice with her mentor, but did not see any changes as a 
result. This may demotivate the student to raise issues in the future. 
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Uncertainty can be another reason why students fail to challenge poor practice. Sometimes, 
students do not speak up because they are afraid that they have judged the situation incorrectly 
(Monrouxe et al., 2014). Ramos et al. (2015) argue that students can experience a loss of confidence 
in their own judgements and assessments of the situation, when considering whether to intervene. 
Dilemma situations regarding whether or not to speak up exist not only in relation to observing poor 
practice by other staff members. Often, nursing students are explicitly asked, or ordered to engage 
in what they perceive to be poor practice themselves. Students have, for instance, been asked to 
administer medication that they perceived to be harmful (Sabatino et al., 2015); administer 
medication unsupervised, against the rules (Levett-Jones & Lathlean, 2009; Rees, Monrouxe & 
McDonald, 2015); be practical, rather than hygienic when washing a patient (Sabatino et al., 2015); 
and even carry out procedures without obtaining patients’ consent (Monrouxe et al., 2014) and 
falsify records (Yeh, Wu & Che, 2010). Students can feel that their dignity is compromised, when 
forced to do things that they do not want to do (Abelsson & Lindwall, 2017). Cameron, Schaffer, and 
Park (2001) found that students often saw themselves as victims of nurses. Although these students 
tried to take a virtue perspective, and act with integrity, they often took a passive approach, saying 
that they were new, and therefore unsure about their role, or that they were only aides, and 
therefore did not have much influence. Someone who sees him or herself as a victim of others’ 
authority may be at risk of experiencing a diminished sense of responsibility for his or her actions. 
 
A final reason why students may choose not to speak up, is that, sometimes, practice can be seen as 
suboptimal, but not directly harmful to patients. According to Clarke (2015), there may be a certain 
threshold under which students are willing to tolerate poor practice.  
In summary, dilemma situations regarding whether or not to speak up against poor practice can be 
categorised into the following subtypes: 
A1.  Speaking up against poor practice versus respecting the hierarchy in the workplace. 
A2.  Speaking up against poor practice versus the wish to pass the placement assessment. 
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A3. Speaking up against poor practice versus wanting to fit into the placement environment, and 
experiencing a fear of social retributions when this is compromised. 
A4. Wanting to speak up, but seeing oneself as having little influence or power to change things. 
 
A5. Responsibility and accountability versus experiencing diminished responsibility and 
accountability (being a victim of authority), when explicitly being ordered to engage in poor practice. 
 
A6. Not knowing whether to speak up, experiencing uncertainty about one’s own ability to judge the 
situation. 
 
A7. Not foreseeing any direct negative consequences of poor practice, and therefore feeling that the 
need to speak up may not be urgent. 
  
 
Dilemma situation type B. Imitating the behaviours of role models: 
As seen in chapter 2, role modelling of registered nurses can be of great influence on nursing 
students. This can be positive, if a registered nurse is showing behaviour in line with the correct 
values and standards, but also negative, if a registered nurse models poor practice.  
 
Due to their perceived lack of knowledge and experience, nursing students can feel uncertain and 
insecure when first entering the clinical practice environment. For this reason, they may not know 
how, or find it difficult to pursue their personal values and ideals (Esterhuizen, 2007). In this case, a 
dilemma can occur between the wish to stay true to one’s own values, and the need to find security 
by using the behaviours of registered nurses, which may be incongruent with these values, as 
guidelines for practice. Sabatino et al. (2015) found that students followed the example of more 
experienced nurses, and disconnected patients’ alarms, or took them away. Rees, Monrouxe & 
McDonald (2015) describe the account of a student who left a patient in pain, and covered in faeces 
for hours, because the registered nurse did the same.   
Regarding the imitation of the behaviours of role models, the following, more specific dilemma 
situation type appears to exist: 
B1. Pursuing one’s own values versus finding security in using registered nurses’ practice as a 
guideline. 
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Dilemma situation type C. Other issues related to working with colleagues: 
Apart from the issues already discussed, there are some additional dilemma situations relating to 
working with colleagues that can occur within placement situations. A student participating in 
Esterhuizen’s (2007) study, mentioned that she expected reciprocity from her colleagues, and 
refused to help her colleagues with their tasks if she believed that they would not return the favour. 
Sabatino et al. (2015) found that students had observed a similar behaviour in registered nurses, 
who refused to do the work they believed staff members on a previous shift should have done. It is 
understandable that one wishes to be treated fairly by their colleagues, and perceives colleagues’ 
tasks as their own responsibility. However, a dilemma arises when this means that the patient is at 
risk of being disadvantaged.  
 
A rather opposite, but equally worrying situation can occur when a student wants to be collegial, 
and therefore takes on too many of his or her colleagues’ tasks. A different student in Esterhuizen’s 
(2007) study experienced a dilemma between helping out her busy colleagues, and acting in a 
responsible way, as this meant that she was looking after too many patients at the same time, for it 
to be safe. This student also mentioned being afraid to cause trouble for others by causing a false 
alarm, which further highlights the dilemma between the wish to help out colleagues and 
participating in responsible practice. 
 
Dilemma situation subtypes here are: 
C1. Wishing to be treated fairly by colleagues versus adhering to the needs of the patient. 
 
C2. Wanting to decrease, or not further increase, the burden on colleagues in a busy situation versus 
showing responsible behaviour. 
 
 
 
Dilemma situation type D. Issues regarding the promotion of equality and diversity: 
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Issues regarding the promotion of equality and diversity have been experienced and observed by 
students. Although healthcare professionals have a duty of promoting equality and diversity 
between and among patients, this appears to be complicated in a variety of situations. 
 
Duggan, Mitchell, and Moore (2012) found that students often felt unprepared to work with older 
people. They experienced a lack of holism in the care for this patient group. Patients on a stroke 
ward were often dismissed, and people with dementia were treated as less, due to their lack of 
capacity. A student participating in a study by Cooper, Taft, and Thelen (2005) mentioned that 
patients’ issues can be overlooked, when they are not able to fully communicate with staff. Apart 
from in cases in which patients have a disability, this can also happen when a language barrier is 
present. Knowles (2014) describes a student’s account of a young patient’s parents, accused of 
neglect, who did not get an opportunity to defend themselves, due to the fact that their English was 
not sufficient. Monrouxe et al. (2014) found that procedures are sometimes carried out with 
ambiguous consent, if a patient’s first language is not English.  
 
Aranda (2005) found that, among nurses and nursing students, patient equality can be threatened, 
for instance, when one does not like a certain patient, and therefore does not wish to spend much 
time with him or her. Sometimes, patients, or their families, show challenging behaviours, which can 
lead students to experience frustration with them (Cooper, Taft & Thelen, 2005). Park et al. (2003) 
describe a situation in which a nursing student came to realise that she did not like a patient, 
because of his appearance and behaviour. Esterhuizen (2007) describes how a student admitted to 
giving patients more attention if she could identify with their situation, and felt more attached to 
patients whom she knew well, or who were of a similar age. 
Sometimes, students find it difficult not to judge patients, because their lifestyle conflicts with the 
students’ personal values (Cameron, Schaffer & Park, 2001). Students are aware that they should not 
impose their own values on the patient, but, at the same time, wish to stay true to these values. 
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Being empathetic to patients can also be difficult when their lifestyle is a contributor to their illness 
(Cooper, Taft & Thelen, 2005). Being judgemental of patients can express itself in humouring them 
(Esterhuizen, 2007). Although none of the studies included describe students admitting to making 
derogatory jokes about patients lifestyles, bodies or behaviours themselves, students often witness 
this in colleagues (Esterhuizen, 2007; Park et al., 2003; Sabatino et al., 2015; Willassen et al., 2015; 
Liljedahl et al., 2016; Abelsson & Lindwall, 2017).  
 
Cultural factors can affect professional ethics (Knowles, 2014). Markey, Tilki, and Taylor (2017) 
conducted focus group research with nursing students and qualified nurses, regarding challenges 
and concerns in relation to caring for patients from different cultures. Uncertainty made participants 
feel uncomfortable to ask questions regarding patients’ religious backgrounds, due to fears of 
exposing their lack of knowledge. Sometimes, participants were aware that they held stereotypes – 
mostly stating that they inherited these from their parents –, but sometimes they were unaware. 
They were afraid to be perceived as racists. However, in order to be accepted by peers, they 
sometimes felt that they had to go along with, rather than challenge stereotypes (Markey, Tilki & 
Taylor, 2017).  
 
Dilemma situation subtypes here relate to having the duty and/or wish to promote equality and 
diversity versus: 
D1. Experiencing an inclination to treat patients without the capacity to communicate (due to 
language barriers or disabilities) differently to other patients.  
 
D2. Experiencing an inclination to treat patients to whom one takes more of a liking differently to 
patients one does not like as much. 
 
D3. Being able to identify more with certain patients than others, and therefore experiencing an 
inclination to treat these patients differently to other patients. 
 
D4. Having judgemental feelings regarding patients, and therefore experiencing an inclination to 
treat these patients differently to other patients. 
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D5. Experiencing an inability or unwillingness to engage with the patient’s culture. 
 
 
 
Dilemma situation type E. Efficiency at the cost of care quality and compassion: 
Another dilemma situation type that emerged from the literature relates to being efficient versus 
providing high quality, compassionate care. Nursing students in a focus group study by McGarry et 
al. (2009) experienced that early encounters in the clinical practice environment challenged their 
ideals. Time pressures were mentioned to influence this, as organisations place an emphasis on 
speed and completion of tasks. Students mentioned becoming panicked when seeing that other 
nurses had handled more patients than they had, and were afraid that being careful made them look 
slow and incompetent (McGarry et al., 2009).  
 
A student participating in Esterhuizen’s (2007) study mentioned that nurses usually strive to get all 
patients ‘done’ before a certain time. Another student stated that, as her experience grew, she 
realised that doing little things for the patients was often seen as ‘not done’. When having some free 
time, it was more important to help out other staff members who were not yet done with their tasks 
or planning, than to spend this time with patients (Esterhuizen, 2007). Often, students have no time 
to listen to patients (Cooper, Taft & Thelen, 2005).  
 
Willassen et al. (2015) describe how students witnessed operating theatre staff prioritising the 
preparation of the technical aspects of an operation over talking to patients, and comforting them 
when they were experiencing distress. Knowles (2014) found that the struggle with time pressures 
made students feel that the ‘correct’ way of handling, as learnt in the classroom, was unrealistic. 
Students participating in Park et al. (2003)’s study, were wondering whether the ‘right thing to do’ 
was perhaps to value efficiency over the quality of care.  
Two subtypes can be identified, regarding the dilemma between efficiency, and quality and 
compassion: 
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E1. Showing compassion versus a general emphasis on speed and completion of tasks. 
 
E2. Prioritising technical aspects over patient-centred aspects. 
 
 
Dilemma situation type F. Patient needs versus personal needs: 
Sometimes, nursing students experience a dilemma between the values they are taught in school, 
and their own needs (Park et al., 2003). Such a dilemma situation can be present, for instance, when 
a risk of contagion exists whilst caring for patients (Park et al., 2003; Cameron, Schaffer & Park, 
2001).  
 
Another dilemma situation can exist, when one is supposed to take care of patients, but at the same 
time wishes to focus on personal issues. Nursing students engaged in, and observed other staff 
members engaging in personal matters, such as discussing personal problems, or replying to 
personal emails, whilst they were supposed to take care of patients (Esterhuizen, 2007; Sabatino et 
al., 2015). 
 
Conversely, some students feel that they have to sacrifice their free time, in order to provide good 
patient care. A student in Esterhuizen’s (2007) study mentioned the choice between going home, 
knowing that not all the work is appropriately finished, and staying longer to finish up. Another 
participant in this study mentioned wanting to spend more time with the patient, but therefore 
risking having to give up part of her break. 
 
Regarding patient needs versus personal needs, the following dilemma situation subtypes exist: 
F1. Taking care of patients versus protecting oneself. 
 
F2. Taking care of patients versus wanting to focus on personal issues. 
 
F3. Providing care versus enjoying one’s free time. 
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Dilemma situation type G. Engagement versus detachment: 
Sometimes, students struggle to find the right balance between engaging with patients, and 
professional detachment. Esterhuizen (2007) describes the account of a nursing student trying to 
balance spontaneity and distance in the relationship with the patient, not knowing how much detail 
regarding her personal life to expose.  
 
The conflict between the ethics of care and the scientific-medical concept of nursing that students 
experience within clinical practice situations (Grant, Giddings & Beale, 2005) may add to the 
dilemma between engaging with patients and providing detached care. Rees (2013) studied 
reflective practices in final year nursing students. She found that some students were proud that 
their reflection had led to them being able to provide care with detachment. Others rejected this 
notion.  
 
The more specific dilemma type here is: 
G1. Self-disclosure and engagement versus providing detached care. 
 
Summary and specific situations per dilemma situation subtype: 
In Table 8, a summary of all dilemma situation types and subtypes can be found. The purpose of 
conducting this review of literature was to find specific situations (experiences or incidents) to 
inspire item writing for the SJT. These specific situations, experienced or observed by students are 
listed under each dilemma situation subtype. 
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Table 8: Dilemma situation types and subtypes, extracted from literature 
Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A1. Speaking up against 
poor practice versus 
respecting the hierarchy in 
the workplace. 
A student sees that a doctor is not wearing gloves when 
touching a baby’s wound, which is against protocol, but is 
afraid to question the doctor’s authority (Knowles, 2014).  
 
A student witnesses senior nurses abuse a patient, but is afraid 
to speak up, because of these nurses’ higher place in the 
organisational hierarchy (Cameron, Schaffer & Park, 2001). 
 
A student witnesses a nurse showing impersonal behaviour, 
and grabbing a patient’s arm to wash him or her, but is afraid 
to speak up, due to being a newcomer (Knowles, 2014). 
 
A student notices that manual handling procedures are carried 
out incorrectly, but is afraid to speak up, because he or she is 
‘only a student’ (Levett-Jones & Lathlean, 2009). 
 
 
 
 
 
 
 
 
No specific examples found in the literature. 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A2. Speaking up against 
poor practice versus the 
wish to pass the placement 
assessment. 
 
A student witnesses a nurse give injections in a way that is too 
rough, but is afraid to overtly question this, as the relationship 
with the nurse, and therefore the learning opportunity may be 
ruined (Levett-Jones & Lathlean, 2009). 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A3. Speaking up against 
poor practice versus 
wanting to fit into the 
placement environment, 
and experiencing a fear of 
social retributions when this 
is compromised. 
 
A student notices that staff members are not adhering to 
protocols, and are taking shortcuts that may risk patients’ 
health, but, as a newcomer to the workplace, wants to fit in 
and make friends, and is therefore less inclined to speak out 
(Cameron, Schaffer & Park, 2001). 
 
A student notices that other staff members are not filling in 
documentation correctly, but is afraid to speak up, because of 
his or her wish to fit in (Kyrkjebø & Hage, 2005). 
 
A student has made a mistake him or herself, but is afraid to 
admit this to the registered nurse, as he or she knows that the 
nurse has a negative attitude towards students (Park et al., 
2003). 
 
No specific examples found in the literature. 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A4. Wanting to speak up, 
but seeing oneself as having 
little influence or power to 
change things. 
 
A student wishes to speak up against unsafe practice, but this 
particular unsafe practice is a common occurrence, and the 
student knows that other staff members have previously 
spoken up, without any result (Fagan, Parker & Jackson, 2016). 
The student is therefore uncertain about the effectiveness of 
raising the issue. 
 
A student has already engaged in discussion with a mentor, 
regarding perceived poor practice, but nothing is changing 
(Esterhuizen, 2007). The student therefore feels discouraged to 
raise the issue again. 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A5. Responsibility and 
accountability versus 
experiencing diminished 
responsibility and 
accountability (being a 
victim of authority), when 
explicitly being ordered to 
engage in poor practice. 
 
A student is told by a nurse that it is important to be practical, 
and that a patient can therefore be washed in a way that is 
unhygienic, and not in line with what the student has learnt in 
school (Sabatino et al., 2015). The student has to decide 
whether to comply, or not. 
 
A student is being told off for wearing gloves whilst taking a 
blood sample, as the nurse does not think this is necessary. 
(Sabatino et al., 2015). The next time a blood sample needs to 
be taken, the student has to decide whether to wear gloves, or 
not. 
 
A student is ordered to administer medication to a patient that 
they believe may be more harmful than beneficial (Sabatino et 
al., 2015). The student needs to decide whether to administer 
the medication without question, or not. 
 
A student is ordered by senior members of staff to make 
changes to records (Yeh, Wu & Che, 2010). The student has to 
decide whether or not to comply. 
 
A student witnesses a nurse pouring hot water over a 
noncompliant patient during a bathing session, and is 
subsequently told by colleagues not to report the incident 
(Yeh, Wu & Che, 2010). The student needs to decide what to 
do. 
 
The supervising registered nurse is going on a cigarette break, 
and tells a student to continue giving out the medication, 
which is against the rules (Levett-Jones & Lathlean, 2009). The 
student needs to decide whether to do this, or not. 
 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A5. Responsibility and 
accountability versus 
experiencing diminished 
responsibility and 
accountability (being a 
victim of authority), when 
explicitly being ordered to 
engage in poor practice. 
 (continued from previous 
page) 
 
A nurse is ordering a student to provide insulin injections 
unsupervised, which is against the rules (Rees, Monrouxe & 
McDonald, 2015). The student needs to decide whether to 
comply, or not. 
 
No specific examples found in the literature. 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A6. Not knowing whether to 
speak up, experiencing 
uncertainty about one’s 
own ability to judge the 
situation. 
 
No specific examples found in the literature. No specific examples found in the literature. 
A. Speaking up 
versus keeping 
quiet regarding 
poor practice 
A7. Not foreseeing any 
direct negative 
consequences of poor 
practice, and therefore 
feeling that the need to 
speak up may not be 
urgent. 
 
No specific examples found in the literature. No specific examples found in the literature. 
B. Imitating the 
behaviours of 
role models 
 
B1. Pursuing one’s own 
values versus finding 
security in using registered 
nurses’ practice as a 
guideline. 
 
A student is inclined to leave a patient in faeces and in pain for 
hours, because the mentor does the same (Rees, Monrouxe & 
McDonald, 2015). 
 
A student is inclined to take away the patient alarm, following 
the example of other nurses (Sabatino et al., 2015). 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
C. Other issues 
related to 
working with 
colleagues 
C1. Wishing to be treated 
fairly by colleagues versus 
adhering to the needs of 
the patient. 
 
A student feels that it is unfair to do the work of colleagues 
who do not reciprocate, and is therefore inclined to risk 
disadvantaging patients (Esterhuizen, 2007). 
 
 
Nurses leave patients in dirty circumstances, as the 
staff on the previous shift have done this as well, 
and they do not want to do other people’s work 
(Sabatino et al., 2015). 
 
 
C. Other issues 
related to 
working with 
colleagues 
C2. Wanting to decrease, or 
not further increase, the 
burden on colleagues in a 
busy situation versus 
showing responsible 
behaviour. 
 
A student is inclined to take on more patients than he or she is 
able to responsibly care for, in order to help out other 
members of staff (Esterhuizen, 2007). 
 
A student is afraid to raise a false alarm, causing extra work 
and disturbance for others (Esterhuizen, 2007). 
 
No specific examples found in the literature. 
D. Issues 
regarding the 
promotion of 
equality and 
diversity 
D1. Having the duty and/or 
wish to promote equality 
and diversity versus 
experiencing an inclination 
to treat patients without 
the capacity to 
communicate (due to 
language barriers or 
disabilities) differently to 
other patients.  
 
 
No specific examples found in the literature. A child’s parents have been accused of neglect by 
staff, but are not given an opportunity to defend 
themselves, as they do not have English as their 
first language (Knowles, 2014).  
 
Staff are being dismissive of patients experiencing 
the effects of dementia or stroke, or treat them as 
less, because of their diminished capacity (Duggan, 
Mitchell & Moore, 2012). 
 
Procedures are carried out with ambiguous 
consent, as English is not the patient’s first 
language (Monrouxe et al., 2014). 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
D. Issues 
regarding the 
promotion of 
equality and 
diversity 
D2. Having the duty and/or 
wish to promote equality 
and diversity versus 
experiencing an inclination 
to treat patients to whom 
one takes more of a liking 
differently to patients one 
does not like as much. 
 
A student needs to provide care for a certain patient, but does 
not like this patient, and therefore not does not wish to spend 
much time with him or her (Aranda, 2005). Specific examples 
of this dilemma situation can relate to: 
 
- Not liking the patient’s appearance and/or behaviour 
(Park et al., 2003). 
 
- A patient being unwilling to listen to the nurses’ 
suggestions to alleviate pain, and the student 
experiencing frustration as a result (Cooper, Taft & 
Thelen, 2005). 
 
- A patient has outbursts, due to dementia (Cooper, 
Taft & Thelen, 2005). 
 
- The student’s care provision is criticised (Cooper, Taft 
& Thelen, 2005). 
 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
D. Issues 
regarding the 
promotion of 
equality and 
diversity 
D3. Having the duty and/or 
wish to promote equality 
and diversity versus being 
able to identify more with 
certain patients than 
others, and therefore 
experiencing an inclination 
to treat these patients 
differently to other 
patients. 
 
A student is inclined to pay more attention to patients he or 
she can identify with (Esterhuizen, 2007). Examples: 
 
- The patient is of a similar age to the student 
(Esterhuizen, 2007). 
 
- The student knows the patient well (Esterhuizen, 
2007). 
 
- The patients’ illness is relatable (for instance, cancer 
versus a lifestyle-related illness) (Esterhuizen, 2007). 
 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
D. Issues 
regarding the 
promotion of 
equality and 
diversity 
D4. Having the duty and/or 
wish to promote equality 
and diversity versus having 
judgemental feelings 
regarding patients, and 
therefore experiencing an 
inclination to treat these 
patients differently to other 
patients. 
 
A student finds out that a patient is a seller of pornography. 
The student knows that he or she should not impose his or her 
own moral values on this person, but at the same time wishes 
to stay true to these values (Cameron, Schaffer & Park, 2001). 
 
A student finds out that a pregnant patient takes drugs. The 
student knows that he or she should not impose his or her own 
moral values on this person, but at the same time wishes to 
stay true to these values (Cameron, Schaffer & Park, 2001). 
 
A student knows that a patient’s lifestyle has actively 
contributed to their health issues (Cooper, Taft & Thelen, 
2005), and therefore feels judgemental towards the patient. 
 
A patient has HIV or Hepatitis B, and a student has negative 
personal attitudes about the disease, influencing his or her 
behaviour towards the patient (Monrouxe et al., 2014).  
 
 
A patient repeatedly states that he or she wishes to 
end his or her life. Nursing staff find this difficult to 
accept, and therefore start to make jokes about it 
(Abelsson & Lindwall, 2017). 
 
A patient has been found in an absurd position, and 
staff members are therefore making fun of him or 
her (Abelsson & Lindwall, 2017). 
 
Operating theatre staff make jokes about a 
patient’s obesity during the operation (Willassen et 
al., 2015). 
 
Operating theatre staff show condescending 
attitudes to patients who have gone against 
instructions not to smoke, or go to the toilet before 
the operation (Willassen et al., 2015). 
 
When dealing with a family of refugees, staff 
members suggest that they are ‘playing sick’ to 
avoid deportation (Abelsson & Lindwall, 2017). 
 
A nurse states that a patient is a convicted criminal, 
and therefore does not deserve anything (Sabatino 
et al., 2015). 
 
Nursing staff state that a patient, given their 
diagnosis, should not experience the level of pain 
they are experiencing (Kyrkjebø & Hage, 2005). 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
D. Issues 
regarding the 
promotion of 
equality and 
diversity 
D5. Having the duty and/or 
wish to promote equality 
and diversity versus 
experiencing an inability or 
unwillingness to engage 
with the patient’s culture. 
 
 
 
A patient’s family does not want a young patient to have a 
blood transfusion, for religious reasons. The student needs to 
navigate between understanding the patient’s cultural 
background and Western healthcare values (Knowles, 2014). 
 
A patient wishes to go to the chapel, and a student must 
decide whether to take the patient there, whilst the registered 
nurse has expressed to find this inappropriate (Esterhuizen, 
2007). 
 
 
No specific examples found in the literature. 
E. Efficiency at 
the cost of care 
quality and 
compassion 
 
E1. Showing compassion 
versus a general emphasis 
on speed and completion of 
tasks. 
 
A student sees that, since the start of the shift, other nurses 
have handled more patients than him or her, and is afraid that 
being careful makes him or her look slow and incompetent 
(McGarry et al., 2009). 
 
A student is unable to find any underwear for the patient, and 
therefore decides to leave the patient without (Rees, 
Monrouxe & McDonald, 2015).  
 
 
A nurse distributes medication in a manner that is 
time-efficient, but unsafe, knowing that this is 
wrong, but doing it regardless (Knowles, 2014).  
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
E. Efficiency at 
the cost of care 
quality and 
compassion 
 
E2. Prioritising technical 
aspects over patient-
centred aspects. 
 
No specific examples found in the literature. A patient in the operating theatre telling a nurse an 
emotional story, about the loss of two previous 
children, but the nurse chooses to pretend not to 
hear it (Willassen et al., 2015). 
 
Operating theatre professionals are stressed, and 
treat patients as if they are invisible, not shaking 
their hands, getting information from a screen 
rather than asking them, and talking about the 
patient whilst he or she can hear it (Willassen et al., 
2015). 
 
Operating theatre staff do not respond to patients’ 
questions, and brush off the feelings of the patient, 
or ignore the patient, because they are busy 
preparing technical aspects of the operation 
(Willassen et al., 2015). 
 
F. Patient needs 
versus personal 
needs 
 
F1. Taking care of patients 
versus protecting oneself. 
 
A student is afraid to take care of a patient with a contagious 
disease, because of the risk of infection (Cameron, Schaffer & 
Park, 2001). 
No specific examples found in the literature. 
F. Patient needs 
versus personal 
needs 
 
F2. Taking care of patients 
versus wanting to focus on 
personal issues. 
 
A student wishes to discuss his or her weekend with other 
students, whilst he or she is supposed to take care of patients 
(Sabatino et al., 2015). 
No specific examples found in the literature. 
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Dilemma 
situation type: 
Subtype: Situations experienced by students, extracted from literature, 
which could be developed into SJT scenarios: 
Situations observed by students, extracted from 
literature, which could be developed into SJT 
scenarios: 
F. Patient needs 
versus personal 
needs 
 
F3. Providing care versus 
enjoying one’s free time. 
 
A student realises right before the end of the shift, that the 
label of the medication that is to be given to a patient has not 
been checked (Esterhuizen, 2007), and needs to decide 
whether to go home, or stay longer and check the medication. 
 
A student feels that he or she does not have enough time to 
spend with patients, and therefore contemplates having a 
shorter break (Esterhuizen, 2007). 
 
No specific examples found in the literature. 
G. Engagement 
versus 
detachment 
G1. Self-disclosure and 
engagement versus 
providing detached care. 
 
The father of a young patient is upset, and a student wants to 
comfort him by giving him a hug, but feels awkward about this 
(Rees, 2013). 
 
A patient is upset, and asks a student questions about his or 
her family, in order to be distracted. The student must decide 
how much he or she wishes to disclose (Rees, 2013). 
 
No specific examples found in the literature. 
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6.3.3.3. Identifying dilemma situations through focus groups 
 
 
Further dilemma situations were collected from an already running qualitative longitudinal study 
regarding students' 'Values Journey', at the same university where my research took place 
(Callwood, Bolger & Allan, 2017; Callwood, Groothuizen & Allan, 2018; Groothuizen, Callwood & 
Allan, 2019). This study focused on following a cohort of nursing and midwifery students throughout 
their education programme. In focus groups, these students discussed their values, and how these 
had been influenced by clinical practice environments. In order to benefit the collection of dilemma 
situations for the SJT, some of the questions in the study’s existing interview schedule were 
adjusted. This mainly related to asking students to provide concrete examples of situations in which 
they had experienced a conflict of values. Four separate focus groups, with a total of 28 participants, 
were held in October 2017, whilst students were at the start of their third year (second moment of 
data collection within the longitudinal study). I facilitated two of these focus groups (the other two 
were conducted by other researchers at the University), and extracted dilemma situations from the 
data, before data analysis for the purpose of the longitudinal study (not relevant in the context of 
this thesis) took place. 
 
Students mentioned several dilemmas between moral values, in line with the NHS Constitution 
values, and other, conflicting personal values. Dilemmas of such a nature, named by students, could 
roughly be categorised into the same types as identified from the literature. Situations identified 
focused on (A) speaking up against poor practice, (B) choosing whether or not to imitate the 
behaviour of role models, (C) other issues in relation to working with colleagues, (D) the promotion 
of equality and diversity, (E) the need to be efficient at the cost of quality of care and compassion, 
and (F) patient needs versus personal needs. These dilemmas are listed in Table 9. 
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Table 9: Dilemmas collected from focus groups 
Dilemma situation type: Situations experienced by 
students in the focus group, 
which could be developed into 
SJT scenarios: 
Situations observed by students 
in the focus group, which could 
be developed into SJT scenarios: 
A. Speaking up versus keeping 
quiet regarding poor practice 
A doctor is wearing a bracelet 
whilst treating a patient, and a 
student is wondering whether he 
or she can say something about 
this, due to the fact that the 
doctor has a higher place within 
the hospital’s hierarchy. 
 
A student observes a member of 
staff telling a patient what he or 
she wants to hear, but not 
providing adequate care, which 
puts the patient at risk. The 
student needs to determine 
whether to intervene or not. 
 
A student is looking after a 
patient with a painful leg. The 
doctors want to send the patient 
home, but the student thinks that 
his or her leg might be broken. 
The student has to decide 
whether to speak up or not. 
 
A patient comes in with very 
common symptoms. A student 
notices that the nurses are not 
performing tests on this patient, 
as they automatically assume that 
the patient does not have a 
serious illness. The student has to 
decide whether to speak up 
against this or not. 
 
A student observes a member of 
staff dismissing a patient, because 
he or she has seen many similar 
cases in the past already. 
 
 
B. Imitating the behaviours of role 
models 
 
A student in a new placement 
environment notices that staff are 
not being compassionate, and has 
to choose whether to mirror this 
behaviour, or to show 
compassion after all. 
 
No specific examples mentioned 
by students. 
C. Other issues related to working 
with colleagues 
A student notices that something 
is not quite right with a patient, 
and thinks that this patient may 
need additional care. However, 
the student is afraid to annoy the 
other nurses when she points this 
out, as she has already flagged up 
No specific examples mentioned 
by students. 
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similar concerns about two other 
patients that week. 
 
A hospice’s cook knows the 
patients very well, and has a good 
rapport with them. A student 
needs to decide whether or not to 
take advice regarding patients 
from this (medically unqualified) 
cook. 
 
D. Issues regarding the promotion 
of equality and diversity 
A student is taking care of a 
patient who does not appreciate 
the care, and/or is abusive. The 
student has to decide whether 
and how to continue caring for 
this patient. 
A student observes a patient with 
mental health issues taking 
furniture in and out of the room. 
The other nurses think that this is 
bizarre behaviour and have not 
asked the patient why he or she is 
doing this. The student has to 
decide whether to go along with 
the other nurses, or to engage 
with the patient. 
A student knows that a patient 
has committed a violent crime in 
the past, and has to decide 
whether and how to continue 
caring for this patient. 
A student is taking care of a 
patient with mental health issues, 
who wishes to self-discharge from 
the hospital. The student has to 
decide how to approach this 
situation. 
A student is looking after a young 
patient with communication 
difficulties, and is able to interact 
well with him or her. The other 
nurses are complaining about the 
poor communication with this 
patient. The student has to decide 
whether to advocate for the 
patient, or not. 
A student is taking care of a 
young baby. This baby is seriously 
ill, and needs antibiotics. 
However, the baby’s parent only 
believes in herbal medicine, and 
No specific examples mentioned 
by students. 
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does not wish for the baby to 
receive antibiotics. The student 
needs to decide whether and how 
to approach this situation. 
A patient is undergoing an easy, 
routine procedure, but is showing 
that he or she is uncomfortable. A 
student has to decide how to 
respond to this, but the student 
does not understand why the 
patient is having issues with the 
procedure. 
E. Efficiency at the cost of care 
quality and compassion 
 
A student notices that he or she is 
spending a long time discharging 
a patient, and has to choose 
whether to keep spending a long 
time, or speed up.  
A student is afraid that he or she 
is taking too long completing the 
drugs rounds, as he or she has 
heard that others have been 
reprimanded for this. The student 
has to decide whether to speed 
up the rounds, thereby 
compromising on providing good 
care, or not. 
No specific examples mentioned 
by students. 
F. Patient needs versus personal 
needs 
 
A student’s shift has already 
finished, but he or she notices 
that a patient who has just been 
discharged has trouble getting to 
the car park. The student needs 
to decide whether to arrange a 
wheelchair and help the patient 
to the car park or not.  
A student wants to observe a 
certain patient’s procedure, but 
the patient has indicated that he 
or she does not want the student 
to be present. The student has to 
decide how to respond to this. 
A student’s shift is over, but a 
patient would like to receive help 
with washing. The student has to 
decide whether to stay after his 
or her shift to do this, or not. 
A student has a good relationship 
with a patient. This patient has to 
go through a difficult procedure 
and is very anxious. However, the 
students’ shift has ended. The 
student needs to decide whether 
A junior member of staff is getting 
emotional about a situation 
involving patients. A student 
witnesses a more senior member 
of staff telling this junior member 
of staff that he or she will 
‘toughen up’ soon, and therefore 
feel better. 
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to go home or stay with the 
patient. 
 
 
6.3.3.4. Dilemma situations provided by a service user representative 
 
 
When I attended a meeting of a service user engagement platform at the university in July 2017, one 
of the service user representatives offered to provide some additional situations from a patient 
perspective, based on her personal (negative) experiences with healthcare. This was unexpected, 
but nevertheless welcomed. The situations provided by this service user related to listening and 
responding to service user comments and feedback, versus choosing to ignore these comments and 
feedback, because they cause a lack of convenience, or additional work (see Table 10).  
 
Table 10: Dilemma situations collected from a service user representative 
Situations provided by a service user representative, which could be developed into SJT 
scenarios: 
 
An elderly in-patient, who competently manages his or her medication use at home, is admitted 
to hospital after a fall and has to hand over control of medication to nursing staff. The patient 
comments that he or she is being given the wrong tablets, as they are not the colour or size he or 
she was expecting to be given. A student needs to decide how to respond to this. 
 
An elderly patient with difficulty swallowing is being given a soluble form of a tablet in a paper 
cup. With every dose of the soluble medication, an amount of residue is left in the little paper cup, 
as the patient is unable to tip his or her head back to drink the whole amount. The patient’s 
relative comments that he or she is worried that the patient is not getting the correct amount of 
medication. A student needs to decide how to respond to this. 
 
An elderly patient is admitted into the observation ward at 10pm. She is due a dose of her regular 
medication at 6am. However, this medication is currently unavailable, and the hospital pharmacy 
does not open until later. A student needs to decide on a course of action. 
 
An elderly patient has been admitted to a ward. His or her concerned relative asks for reassurance 
that the patient is able to push the buzzer to call for staff when needed. A student gives the 
patient the bedside buzzer. The patient knows what to do, but does not have the strength to push 
the button. The student needs to decide what to do. 
 
A patient's relative draws a student’s attention to the fact that his or her elderly parent has not 
received his or her medication, which was due an hour ago. The evening meal trays are already 
being brought around. The relative tells the student that the medication needed to be given on 
time and one hour before food. The student needs to decide what to do. 
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6.3.3.5. Item writing 
 
 
After collecting dilemma situations from literature, focus groups, and the service user 
representative, these situations needed to be developed into SJT scenarios. Dilemma situations 
relating to the prioritisation or de-prioritisation of each of the six specific NHS Constitution values 
had to be included in the SJT. Although different types of dilemma situations emerged from the 
literature and the focus group, it was decided that, at the item writing stage, each dilemma situation 
identified should be evaluated separately, in order to determine to which NHS Constitution value 
this situation was most likely to relate. In order to do so, the descriptions of the NHS Constitution 
values (Department of Health, 2015) were used, in combination with a ‘behaviour framework’, 
published by NHS Employers (2014), stating which behaviours the NHS does, and does not, wish to 
see in its employees, in relation to each of the NHS Constitution values.  
 
It became clear that there is a certain extent of overlap between the descriptions of (Department of 
Health, 2015) and behaviours associated with (NHS Employers, 2014) different NHS Constitution 
values. For instance, the NHS Constitution values ‘Commitment to quality of care’ and ‘Improving 
lives’ both make reference to improving the service, and dealing with feedback is a behaviour that is 
deemed desirable in relation not one, but four different NHS Constitution values (‘Working together 
for patients’, ‘Commitment to quality of care’, ‘Improving lives’ and ‘Everyone counts’) (NHS 
Employers, 2014). This is an example of how particular behavioural expressions can be related to 
multiple underlying constructs at the same time. As SJTs present test-takers with behavioural 
scenarios, this explains their aforementioned multidimensionality.  
 
Whilst being conscious of the fact that certain dilemma situations might relate to multiple NHS 
Constitution values at the same time, dilemma situations were categorised under the six NHS 
Constitution values, based on what, according to the descriptions of the NHS Constitution values 
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(Department of Health, 2015) and the associated desirable and undesirable behaviours (NHS 
Employers, 2014), appeared to be the ‘best fit’. The intention was to retain eight dilemma situations 
per separate NHS Constitution value, corresponding to 48 SJT items in total. It was expected that 
several poorly performing items would have to be removed after piloting (see chapter 6.2.4). The 
number of 48 was considered high enough to still leave a sufficient amount of items after this 
removal. For each NHS Constitution value, the eight dilemma situations that were retained were 
those that most clearly had a ‘best fit’ with that value. After a decision was made regarding which 
dilemma situations to include, the descriptions of these situations were refined, so that they 
represented, in sufficient detail, realistic situations that a student of nursing might encounter on his 
or her placement.  
 
The theoretical values framework for this thesis (Schwartz, 2017, see chapter 3.4) provided input for 
the next stage of the item writing process: the generation of response alternatives to each scenario. 
In line with Motowidlo, Hooper, and Jackson’s (2006) assumptions, response alternatives needed to 
provide test-takers which a choice to prioritise either the NHS Constitution values, as specific 
expressions of the more ‘higher order’ values in Schwartz’ continuum (Schwartz, 2017), or 
expressions of other, conflicting personal values in this continuum. In order to do this, the first step 
was to look at how the NHS Constitution values could be linked to the values in Schwartz’ continuum 
(Schwartz, 2017; to be referred to as ‘Schwartz values’ after this). This was more complex than 
originally expected. It would have been ‘neat and easy’ if each specific NHS Constitution value could 
have been ‘mapped’ to one particular Schwartz value. However, as pointed out in chapter 3.3, the 
descriptions of each NHS Constitution value (Department of Health, 2015) showed an expression of 
multiple underlying Schwartz values. For instance, the description of the NHS Constitution value 
‘Working together for patients’ refers to ‘putting patients first’, which could be related to Schwartz’ 
‘benevolence’, but also makes mention of ‘speaking up when something goes wrong’, which one 
could argue is more closely related to Schwartz’ ‘self-direction’. In addition to this, values may have 
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different meanings in different contexts (Pattison, 2004). For example, the Schwartz value 
‘conformity-interpersonal’, which, as can be seen in chapter 3.3, relates to ‘not wanting to upset 
others’, could, in one situation, refer to not wanting to upset patients, and therefore be responsive 
to their needs, but in another situation to not wanting to upset other staff members, and therefore 
refusing to speak up when these are engaging in inappropriate practice. This means that certain 
Schwartz values may, in some situations, be in line with the NHS Constitution values, whereas this 
may not necessarily be the case in other situations. 
 
Taking the above into account, it was determined, for each of the 48 dilemma situations, (a) which 
Schwartz value would be most likely to underpin the expression of behaviour in line with the NHS 
Constitution value under which this situation was categorised, and (b) which particular Schwartz 
value would be most likely to underpin the expression of conflicting behaviour in this situation. After 
this, four behavioural response alternatives, reflecting these conflicting values to different extents 
(theoretical scoring key), were developed. An example of how this was done can be seen in Table 11. 
 
Table 11: Illustration of the generation of response alternatives 
NHS Constitution 
value: 
Scenario: Schwartz values 
conflict most likely 
to be present in this 
scenario: 
Response alternatives: 
Respect and 
dignity 
You are on placement at the 
A&E department of a 
hospital. A mother comes in 
with her young baby. The 
baby is seriously ill, and 
needs antibiotics. However, 
the mother is against this, as 
she only believes in herbal 
medicine. What would you 
do? 
Universalism-
Tolerance versus 
Power-Dominance 
You decide to sit with the mother, and 
explain the benefits of antibiotics to 
her. (Medium Universalism-Tolerance, 
Medium-High Power-Dominance). 
 
You inform the mother that, if she 
does not agree for her child to have 
antibiotics, the hospital may start an 
emergency court case. (Low 
Universalism-Tolerance, High Power-
Dominance). 
 
You decide to sit with the mother, 
explain the benefits of antibiotics to 
her, and ask her why she is so opposed 
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to her child taking antibiotics. (High 
Universalism-Tolerance, Low Power-
Dominance). 
 
You decide to sit with the mother and 
ask her why she is so in favour of 
herbal medicine, as there is no 
scientific proof to support it. (Low 
Universalism-Tolerance, Medium-
High Power-Dominance). 
 
 
Expressions of behaviour in line with the NHS Constitution values in the different dilemma situations 
could be linked predominantly to the Schwartz values ‘self-direction’, ‘benevolence’, and 
‘universalism’ (apart from the component ‘universalism-nature’ which, as outlined in chapter 3.3, 
refers to interaction with nature, rather than people).  
 
6.3.4. Step 3. Determine the format for measurement 
 
Based on the conclusions in chapter 6.2.4, a choice was made regarding the format for 
measurement. Behavioural tendency instructions were chosen, rather than knowledge-based 
instructions. The scoring key for each item was determined to be as follows (Table 12): 
 
Table 12: Scoring key 
Participant chooses response alternative that is most congruent with the relevant NHS 
Constitution value for that item 
 
3 points 
Participant chooses response alternative that is second most congruent with the relevant NHS 
Constitution value for that item 
 
2 points 
Participant chooses response alternative that is second least congruent with the relevant NHS 
Constitution value for that item 
 
1 point 
Participant chooses response alternative that is least congruent with the relevant NHS 
Constitution value for an item 
 
0 points 
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6.3.5. Step 4. Have initial item pool reviewed by experts 
 
As no consensus could be found about who would be the best SMEs for the SJT development (see 
chapter 6.2.4), I decided to approach several types of experts, in order to gain feedback from 
different perspectives.  
 
The initial version of the SJT was shown to members of the service user platform at the university 
(‘personal experience experts’) in October 2017. They were asked to fill in a scoring form, indicating 
which responses they believed were the most and the least congruent with the relevant NHS 
Constitution values, and provide their opinion on the items. One item was deemed unrealistic, and 
was removed at this stage. The response options for the other 47 items were validated by looking at 
the agreement of four service users (the ones who returned the scoring form) with the theoretical 
scoring key. The service users were not informed about the theoretical scoring key, but were asked 
to indicate which responses they thought were ‘most’ and ‘least’ congruent with each relevant 
value. If, for an item, the ‘most’ and ‘least’ answers  of the majority (3/4) of the service users 
matched the ‘most’ and ‘least’ answers according to the theoretical scoring key, the item was left 
unchanged at this stage. This was the case for 34 of the 47 items. The other 13 items were revised. 
Subsequently, another ten items were revised, based on additional (qualitative) comments that the 
larger group of ten service users provided (some in verbal form, during the meeting, and some in 
written form). 
 
 
The amended version of the SJT was shown to four senior healthcare experts within the university 
(‘professional experts’), who were asked to, for each scenario, rank the response alternatives, based 
on their congruence with the relevant NHS Constitution values. Three of the four experts returned 
their rankings. Based on these rankings, a final scoring key for the SJT was determined. Expert 
rankings for six of the 47 items showed clear incongruities. These items were discussed with the four 
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experts, in sets of two, until consensus was found, during subsequent meetings in November 2017. 
Based on the experts’ comments, the wording of some of the items was altered for clarity, or to 
make certain response alternatives seem less confrontational (an issue raised in the meetings). Upon 
further analysis, it turned out that, for two of the items, expert rankings did not match the opinion 
of the service users and the theoretical scoring key. These items were removed.  
 
 
After this, in November 2017, the remaining 45 items were shown to Anton Botha, an industrial 
psychologist and expert regarding the use of SJTs, based at the United Nations in New York. Botha 
(2017, personal communication) concluded that the SJT items were of good quality. Based on his 
advice, the wording of some of the items was changed to reduce the potential for candidates to fake 
socially desirable answers. Furthermore, the communication with Botha (2017) re-iterated the 
importance of adding demographic questions (chapter 6.2.4), so that it would be possible to correct 
for potential differences in age, gender, ethnicity, and previous healthcare experience between 
participants (see Appendix 4.1). As the combination of these factors had the potential to make some 
participants identifiable from the data, the choice was made not to ask participants for their exact 
age, but to capture age in brackets. These were based on common age categories used for collecting 
data from students in UK higher education (e.g. Quality Assurance Agency for Higher Education, 
2014; Universities UK, 2015). Ethnicity grouping was based on the UK Office for National Statistics 
categorisation (Office for National Statistics, 2015).  
 
 
The amended SJT items were shown to four second year healthcare students (opportunity sample 
(Miles, 2006) of ‘student experts’ who replied to a group email sent out to the relevant cohort) at 
the university, in February and March of 2018. As adult nursing students would be asked to 
participate in the subsequent quantitative pilot sample (see 6.3.7) shortly afterwards, other 
healthcare students (child nursing and midwifery) functioned as ‘student experts’, in order to not 
contaminate the sample. In line with de Leng’s (2017, personal communication) advice, these 
127 
 
students were not given any specific details as to the constructs that were intended to be measured 
by the SJT. When asked what they thought the SJT was supposed to measure, they named the 
following aspects (Table 13): 
 
Table 13: Student experts’ thoughts in relation to what the SJT was supposed to measure 
Student expert 1: ‘Correct practice’, ‘how you want to do something’, 
‘compassionate care’, ‘morality’, ‘morals’, ‘critical 
thinking’. 
Student expert 2: ‘General ethics in healthcare’ 
Student expert 3: ‘Kindness’, ‘compassion’, ‘courage’, ‘patient 
advocacy’, ‘professionalism’. 
Student expert 4: ‘Compassion’, ‘ability to read a situation’, ‘ability to 
negotiate difficult (social) situations’, ‘legal 
requirements’, ‘what one should and should not do’. 
 
Although none of the four students specifically named the NHS Constitution values, all factors that 
were mentioned (apart from, perhaps, ‘legal requirements’, as named by student expert 4), could be 
linked back to these values, looking at their descriptions (Department of Health, 2015) and the 
aforementioned NHS behaviour framework (NHS Employers, 2014). Upon subsequently being told 
that the SJT was designed to measure these specific values, all four students believed that the 
instrument was suitable for this purpose. This process helped to support the face validity of the SJT. 
  
The students also commented on individual items, whilst being presented with these. Although they 
argued that certain items appeared to be similar to each other, or that it was ‘too obvious’ what the 
‘right’ answer should be, and that the number of total items could therefore be reduced (they 
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believed that the SJT with 45 items was too long), no clear patterns became apparent regarding 
which items should be removed. An SJT length of 30 items was deemed appropriate.  
 
6.3.6. Step 5. Consider inclusion of validated items 
 
 
It was decided to, at this stage, retain the 45 remaining SJT items (Appendix 4.2), and administer 
these to a development sample, with the aim of further removing items based on subsequent 
analysis of psychometric quality. 
 
 
6.3.7. Step 6. Administer items to a development sample 
 
A development pilot took place with a sample of second year students at the university, in March 
2018.  All 157 second year students of adult nursing at the university were asked to participate, in a 
lecture and via email, with the purpose of recruiting an opportunity sample (Miles, 2006) of as many 
participants as possible. Participants in the pilot were requested to fill in a (paper or digital) copy of 
the SJT, as well as a copy of Schwartz’ Portrait Values Questionnaire-RR (Schwartz, 2017, Appendix 
4.3), obtained from the owner, so that convergent validity with the different value domains of this 
scale could be assessed. Participants received a verbal explanation of the study, as well as a 
participant information sheet (Appendix 7.1). They were invited to ask questions if anything was 
unclear, and asked to provide consent for the use of their data by ticking a box, prior to starting the 
SJT. In order to incentivise participation, a prize draw for three £30 Amazon vouchers took place. 
This required participants to leave their name and contact details, so that winners could be notified. 
This personal data was kept separate from the research data.  
 
A total of 48 responses was generated. One of these responses was a duplicate (a student 
inadvertently filled in both the paper version and the online version of the SJT). As this student filled 
in the paper version before the online version, only the paper version was retained. This student’s 
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online response was excluded from analysis, decreasing the total number of responses to 47 (30 per 
cent response rate). Given the fact that filling in the 45 item SJT, and subsequently filling in the PVQ-
RR, took around 40 minutes, this response rate was seen as respectable. Demographic data 
regarding the participants in the development sample can be seen in Table 14 below: 
 
Table 14: Demographic data regarding participants 
Age: Count and 
%: 
Gender: Count and 
%: 
Ethnicity: Count and %: 
20 or 
under 
18 (38.3%) Female 43 (91.5%) White – English/Welsh/ 
Scottish/Northern Irish/British 
37 (78.7%) 
21-24 
 
9 (19.1%) Male 4 (8.5%) White – Any other White background 2 (4.3%) 
25-29 
 
8 (17%)   Asian/Asian British – Indian 2 (4.3%) 
30-34 
 
6 (12.8%)   Asian/Asian British – Bangladeshi 2 (4.3%) 
35-39 
 
1 (2.1%)   Asian/Asian British –  Pakistani 1 (2.1%) 
40 or 
over 
5 (10.6%)   Asian/Asian British – Any other Asian 
background 
1 (2.1%) 
    Mixed/multiple ethnic groups – Any other 
Mixed background 
1 (2.1%) 
    Prefer not to say 1 (2.1%) 
  
 
6.3.8. Step 7. Evaluate the items 
 
6.3.8.1. Item difficulty and spread of responses 
 
There were 11 cases with missing or invalid data (Table 15), due to participants failing to provide a 
response to one or more of the items, or having filled in multiple responses to one or more of the 
items, despite the written instructions stating that one should only provide a single response per 
item.  
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Table 15: Missing or invalid responses 
Participant ID: Item(s) missing or invalid: 
10 20, 25 (two responses given for both items) 
 
12 32 (no response given) 
 
14 5, 16 (no response given for either item) 
 
21 
 
6, 20, 23, 35 (two responses given for all of these 
items) 
25 32 (two responses given) 
 
28 34 (two responses given) 
 
29 29 (two responses given) 
 
32 16 (two responses given), 30 (no response given), 36 
(no response given, 41 (two responses given) 
34 
 
30 (no response given) 
37 
 
39, 40, 41 (no response given for any of these items) 
41 17 (no response given) 
 
 
Data imputation took place for these cases: if a respondent had failed to provide a response, the 
missing value was replaced by the mean response of this respondent across all other items. If a 
respondent had provided two responses to an item, the mean of the two responses was inputted.  
 
The aim was to select the best items, and to – depending on the results of the analysis – delete 
approximately 15 poorer items, in order to retain a number that was close to the amount of 30 
items deemed acceptable by the ‘student experts’ (see 6.3.5). To eliminate poor items, a decision 
was made to, for each item, look at item difficulty and at the spread in participants’ scores.  
The item difficulty index of a test-item refers to the proportion of participants providing the ‘right’ or 
‘best’ answer, based on the scoring key. As SJTs are tests, they are developed to have ‘best’ answers 
(see chapter 6.2.4), as opposed to surveys or questionnaires. Based on reports regarding the scoring 
distributions of SJTs (Work Psychology Group & MSC Assessment, 2018), it was expected that a 
skewness towards the ‘best’ answer (corresponding to the maximum number of points) would 
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occur. Taking this skewness into account, it has been argued (Colbert-Getz, Pippitt & Chan, 2015) 
that the item difficulty of an SJT item should lie between approximately .30 and .80 (i.e. 30 to 80 per 
cent of test-takers giving the ‘best’ answer), in order for this item to be considered ‘good’ (although 
Colbert-Getz, Pippitt, and Chan’s (2015) own SJT had item difficulty index values of up to .85). This 
means that, for items with an item difficulty above .80, it might be ‘too easy’ for participants to get 
the ‘best’ answer, whereas, for items with an item difficulty below .30, it might be ‘too difficult’ for 
participants to get the ‘best’ answer. 
 
The item difficulty index provided a framework for initial evaluation of the items – items with 
difficulty index values that did not fall within the .30 to .80 range (i.e. 30 to 80 per cent of the 
respondents providing the answer corresponding to the maximum number of points for an item) 
were flagged up for further inspection. 
 
Of the total 45 items, 25 items fell within the ‘good’ range. These items were retained at this stage. 
Items that had difficulty index values significantly higher than .80 were removed, as this (a) indicated 
that the items were ‘too easy’, and (b) implied a very low amount of variation in the scores (i.e. 
almost all participants providing the ‘right’ answer). This was the case for seven items (8, 13, 15, 28, 
34, 39, and 42; difficulty index values .92-1.0). The fact that the SJT contained items with such high 
item difficulty values was in line with the conclusion of the student experts consulted that, for some 
of the items, it was ‘too obvious’ what the ‘right’ answer should be. After deletion of these 7 items, 
38 items remained. 
 
Of these 38 items, 10 items had difficulty index values between .80 and .85, and another three had 
difficulty index values lower than .30. These items were further inspected, by examining their score 
range and variance as measures of spread. Although the literature reviewed (chapter 6.2.3) did not 
indicate that examining the spread in item scores is common practice regarding SJT 
132 
 
development/evaluation, this was thought to be useful, as items with a higher spread in scores tend 
to have a greater ability to discriminate between participants (DeVellis, 2012). Item difficulty, score 
range and variance can be seen in Table 16. 
 
Table 16: Item difficulty, score range and variance 
Item number: Item difficulty index 
value: 
Item score range: Item variance: 
1 .23 3.00 .43 
3 .21 3.00 .57 
5 .83 1.00 .13 
11 .81 2.00 .22 
12 .85 2.00 .25 
17 .81 3.00 .58 
18 .83 1.00 .14 
21 .81 1.00 .16 
27 .85 1.00 .13 
32 .83 3.00 .50 
40 .83 3.00 .40 
41 .23 3.00 .69 
43 .85 2.00 .36 
 
 
The mean item variance (.44) across the remaining 38 items, and the standard deviation from this 
mean (.22) were calculated, so that it would be possible to compare the spread in scores for each 
individual item to this overall mean spread in item scores.  
In Table 16, it can be seen that items 5, 18, 21 and 27 had a score range of only 1.0, and an item 
variance below one standard deviation from the mean. This indicates a relatively low spread in 
participants’ scores, on top of the unfavourable item difficulty index value. These items were 
therefore deleted.  
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Items 1, 3, and 41 had item difficulty index values that were below the ‘good’ range, indicating that, 
for these items, it was more difficult to get the maximum score. This ‘good’ range, however, was 
mainly discussed in relation to SJTs used for selection purposes. In such a context, SJT items that are 
too difficult can negatively affect test-takers. As the SJT that was to be developed here was not to be 
used for selection purposes, the fact that items 1, 3, and 41 fell below the ‘good’ range was not 
considered to be a major issue. As these items had a score range of 3.00, and item variances that 
were within or above one standard deviation of the mean variance, I decided to retain these items. 
 
Items 17, 32, and 40 had a score range of 3.0, and item variances that were within one standard 
deviation from the mean item variance. Therefore, these items were retained as well. 
 
Items 11, 12, and 43 were the items for which decision-making was the least straightforward. These 
items all had a score range of 2.00. They were retained at this stage, so that a decision about their 
inclusion or exclusion could be made during the next stage of analysis (determining internal 
consistency). 
 
6.3.8.2.  Internal consistency 
 
 
Cronbach’s alpha was calculated for the remaining 34 SJT items, in order to determine internal 
consistency (.77). DeVellis (2012) considers this value to be ‘respectable’ (<.60 = unacceptable; .60-
.65 = undesirable; .65-.70 = minimally acceptable; .70-.80 = respectable; .80-.90 = very good). Six 
items (11, 19, 20, 24, 25, and 30) had a negative item-total correlation, and consequently 
contributed negatively to the Cronbach’s alpha. These were deleted, increasing the Cronbach’s alpha 
for the scale with the remaining 28 items, to .82.  
 
6.3.8.3. Factor analysis 
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Factor analysis is a method of finding generalisations of data, used to explore possible underlying 
structures within a set of interrelated variables (Child, 2006). A ‘factor’ exists when a group of 
variables shows, for whatever reason, commonalities (Child, 2006). Factor analysis is often used by 
researchers to reduce or summarise large sets of variables (Pallant, 2013).  
 
Prior to conducting a factor analysis, it is important to assess whether one’s data is suitable for this 
purpose (Child, 2006; Pallant, 2013). Examples regarding factor analysis provided in textbooks focus 
on Likert or binary scales, measuring, for instance, positive and negative affect (Pallant, 2013) and 
personality factors (Child, 2006), which do not resemble SJTs. Based on previous reports regarding 
the multidimensionality of SJTs (see chapter 6.2.3.9), and the fact that other researchers (Husbands 
et al., 2015; Fröhlich, Kahmann & Kadmon, 2017) were unable to produce useful results from their 
factor analysis, it was unlikely that a clear factor structure with a separate factor for each of the six 
NHS Constitution values – or any factor structure for that matter – would emerge from the data. This 
caused me to have my reservations in relation to conducting a factor analysis. However, I decided to 
run an exploratory factor analysis on the 28 remaining SJT items regardless (using SPSS version 24.0), 
in order to examine whether there was an indication that certain items could be clustered in any 
way.  
 
A correlation matrix generated showed the presence of several correlations of .30 and above, and 
Bartlett’s Test of Sphericity (Bartlett, 1954; cited in Pallant, 2013) reached statistical significance, 
meaning that the factorability of the correlation matrix was sufficient. However, a Kaiser-Meyer-
Olkin measure of sampling adequacy of .47 showed that the sample data was not particularly 
suitable for factor analysis. A value of at least .60 is required (Kaiser, 1970; cited in Pallant, 2013). It 
should also be noted that the number of participants (n=47) in the development sample was too 
small for this purpose. Researchers have argued in favour of maintaining a ratio of five to ten 
participants per item, as well as an absolute minimum of 200 participants (DeVellis, 2012). 
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Therefore, the outcomes of the factor analysis presented in this section should be interpreted with 
caution. 
 
As expected, the results of the factor analysis were ambiguous. Through Principal Component 
Analysis, ten factors with Eigenvalues (amount of total variance explained by that factor (Pallant, 
2013)) exceeding 1 were found, explaining 20%, 10.72%, 7.48%, 6.87%, 6.32%, 5.37%, 4.80%, 4.64%, 
3.93%, and 3.69% of the variance respectively. Several items loaded onto multiple factors.  
 
Although the Eigenvalues for the ten extracted factors decreased in a gradual fashion, the scree plot 
showed a slight break after the third factor, providing some support for a three factor solution 
(Cattell, 1966; cited in Pallant, 2013). These first three factors were the only factors with Eigenvalues 
exceeding 2, and, together, they accounted for 38.2 per cent of the total variance. Due to the fact 
that the number of participants was below 50, Parallel Analysis could not be conducted (the 
programme used, Monte Carlo PCA for Parallel Analysis, did not allow for any number below 50 to 
be entered). This was unsurprising, given the aforementioned sample size criteria for factor analysis. 
For this reason, a decision for a three factor solution seemed arbitrary. However, in order to explore 
the proposed three factor model, another round of analysis was conducted, forcing such a model. To 
aid with interpretation, oblimin rotation was performed. The outcomes of this second round of 
factor analysis showed a slightly clearer pattern, with the majority of items loading onto a single one 
of the three factors. The rotated pattern matrix for this analysis can be seen in Table 17. 
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Table 17: Rotated pattern matrix (factor analysis) 
 
 
Item number: 
Factor: → 
 
Scenario (also 
see Appendix 
4.2): 
1 2 3 
17  Changing records 
after making a 
mistake 
.79   
9  Patient wants to 
self-discharge 
.73   
6  Registered nurse 
disconnects 
patient alarms 
.70   
38  Patient 
uncomfortable 
with bed-bathing 
.66   
29 Patient is crying 
while the ward is 
busy 
.58   
45 Colleague wants 
to discuss patient 
whilst this patient 
is present 
.56   
16 Patient does not 
want to take pain 
medication 
.51   
41 Refugees are 
coming into A&E 
.48   
26 Patient is 
distressed before 
operation 
.45   
2 Doctor is wearing 
a bracelet 
.39   
4 Patient seems 
unwell, but 
possibility of 
raising a false 
alarm exists 
.34   
7 Doctor believes a 
patient’s leg is 
not broken 
.31   
40 Patient may not 
understand 
consent form 
 .71  
22 Student has 
administered 
incorrect dose of 
medication  
 .62  
31 Drug may have 
inconvenient side 
effects 
 .60  
3 Mentor is giving 
rough injections 
 .58  
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44 Patient is ex-
convict 
 .52  
43 No underwear 
can be found for 
patient 
 .52  
36 Team members 
boycotting new 
protocol 
.36 .50  
37 Patient wants 
feet to be washed 
 .42 -.31 
33 Discharged 
patient has 
trouble getting to 
car park 
 .40  
10 Colleague makes 
derogatory 
comment about 
patient 
 .37  
14 Patient has made 
discriminatory 
comment 
 .37  
32 Negative 
feedback from 
patient’s relatives 
  .79 
23 Student is called 
out for being slow 
during 
medication 
rounds 
.31  .74 
12 Patient does not 
want student to 
watch procedure 
 .39 .64 
1 Pressure from 
colleagues to stay 
in staff room 
.42  -.43 
35 Patient needs 
medication, but 
pharmacy is 
closed 
   
Outcomes of principal component analysis (Coefficients <.30 suppressed). 
Rotation method: Oblimin with Kaiser normalisation (Rotation converged in 16 iterations).   
 
The items that loaded onto each of the three factors were inspected for conceptual similarities in 
relation to scenario text and response alternatives, as well as dissimilarities with the items that 
loaded onto the other factors. The three items that loaded onto factor 3 all had ‘power’ as the 
conflicting Schwartz value in the presented scenarios. However, no clear conceptual similarities 
could be found for factors 1 and 2.  
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As mentioned in section 6.3.3.5, an overlap existed regarding the descriptions of, and behaviours 
associated with, the six different NHS Constitution values. This is likely to have contributed to the 
ambiguity of the factor analysis results. 
 
As can be seen in Table 17, item 35 did not load onto any of the three factors. This could have been a 
reason to remove this item from the scale. However, given that – as pointed out above – conducting 
a factor analysis in the current situation was arbitrary, I chose not to do this.  
 
6.3.8.4. Convergent validity 
 
The literature reviewed showed that the convergent validity of an SJT can be measured by 
determining its correlation with a test that is known to measure the same construct (e.g. Lievens & 
Patterson, 2011; Husbands et al., 2015). There was no existing test that measured the NHS 
Constitution values specifically. However, Schwartz’ PVQ-RR is an instrument with items to measure 
all 19 higher order value domains in Schwartz’ continuum. This scale requires participants to read 
statements about a fictional person, and indicate how much that person is ‘like them’, ranging from 
1 (Not like me at all) to 6 (Very much like me). Participants filled in the PVQ-RR, and their scores on 
each of the 19 domains were calculated. One participant had omitted to fill in the PVQ-RR. Five 
participants had missing data, or invalid data due to filling in two responses to one or more items. 
Data imputation was conducted in the same way as for the SJT (missing values replaced by mean 
across all items, mean of two response scores taken when two responses given). 
 
As described in section 6.3.3.5, the NHS Constitution values appeared to be related to the Schwartz 
values ‘self-direction’, ‘benevolence’, and ‘universalism’ (apart from ‘universalism-nature’). 
Therefore, SJT scores were expected to correlate positively (p<.05) with these domains on the PVQ-
RR. They were not expected to correlate positively with domains such as ‘power’ and ‘hedonism’ – 
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which can conflict with moral values such as the NHS Constitution values –, or with values that 
appeared to be conceptually unrelated to the NHS Constitution values, such as ‘security-societal’, 
and ‘universalism-nature’. 
 
Correlations between participants’ SJT scores, based on the 28 remaining items (ranging from 45 to 
82 out of a maximum score of 84 points) and the 19 PVQ-RR domain scores can be seen in Table 18, 
on the next page. 
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Table 18: Correlations between SJT scores and the 19 Schwartz value domains 
Schwartz values domains (see 
chapter 3.4): 
Correlation (Pearson’s r) with total 
SJT score (28 items): 
p-value (2-tailed): 
Self-direction-Thought .364* .013 
Self-direction-Action .327* .027 
Stimulation .038 .804 
Hedonism -.016 .919 
Achievement .259 .082 
Power-Dominance .022 .885 
Power-Resources .004 .978 
Face .182 .226 
Security-Personal .296* .045 
Security-Societal .241 .107 
Tradition .239 .109 
Conformity-Rules .430** .003 
Conformity-Interpersonal .098 .517 
Humility .365* .013 
Universalism-Nature .159 .290 
Universalism-Concern .445** .002 
Universalism-Tolerance .399** .006 
Benevolence-Care .170 .260 
Benevolence-Dependability .375* .010 
* Correlation is significant at the .05 level 
** Correlation is significant at the .01 level 
 
As can be seen in Table 18, the expected positive correlations were found, except for the domain 
‘benevolence-care’.  
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Significant correlations (p<.05 and p<.01) were also found between SJT score and the PVQ-RR 
domains ‘security-personal’, ‘conformity-rules’, and ‘humility’. The domain ‘security-personal’ 
relates to avoiding disease and protecting one’s health, personal safety and security and avoiding 
danger (Schwartz, 2017). Many of the SJT items contained elements of providing safe practice in 
relation to patient care. Although the PVQ-RR domain ‘security-personal’ refers to protecting one’s 
own safety, rather than providing safe practice in relation to others, it is possible that those students 
who value protecting their own safety are also more likely to want to provide safe practice, 
explaining this correlation. ‘Conformity-rules’ refers to obeying rules (Schwartz, 2017). Although not 
initially expected, it is not surprising that SJT scores correlated positively with this PVQ-RR domain, 
as a variety of SJT items focused on providing practice in line with principles and standards. 
‘Humility’ refers to not thinking that one deserves more than other people, not asking for much, and 
being humble (Schwartz, 2017). As many SJT items focused on prioritising the needs of others over 
one’s own needs, this correlation was, again, not surprising.  
 
As a next step, it was inspected whether the three clusters of items extracted from the factor 
analysis correlated differently with the domains of the PVQ-RR. Correlations between the combined 
scores of all items loading onto each factor, and the 19 domains of the PVQ-RR were determined. 
Factors 1 (items 1, 2, 4, 6, 7, 9, 16, 17, 26, 29, 38, 41, and 45) and 2 (items 3, 10, 14, 22, 31, 33, 36, 
37, 40, 43, and 44), correlated positively with one another (r=.39, p<0.01), and shared significant 
positive correlations (p<.05) with domains of the PVQ-RR that were largely in line with those shown 
in Table 18. Some differences between Factor 1 and Factor 2 were that Factor 1 correlated 
significantly with ‘benevolence’ (r=.32, p=.03 for ‘benevolence-care’; r=.44, p<0.01 for ‘benevolence-
dependability’), ‘achievement’ (r=.37, p=0.01) and ‘security-personal’ (r=.39, p<.01), whereas Factor 
2 did not.  
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Neither Factor 1 (r=.16, p=.28) nor Factor 2 (r=-.01, p=.94) correlated significantly with Factor 3 
(items 12, 23, and 32). Upon further inspection, no significant positive correlations (p<.05) between 
Factor 3 and any of the PVQ-RR domains were found. Instead, Factor 3 correlated negatively with 
the domains ‘power’ (r=-.45, p<.01 for ‘power-dominance’; r=-.40, p<.01 for ‘power-resources’), 
‘hedonism’ (r=-.30, p=.04), and ‘stimulation’ (r=-.29, p=.05). As can be seen in chapter 3.4, these 
values are focused on being in charge, personal gain, and experiencing pleasure and excitement 
respectively. As mentioned before, such values are likely to conflict with moral values such as the 
NHS Constitution values. It is possible that a participant who scores high on Factor 1 or 2 shows (in 
two slightly different manners) a higher extent of Schwartz values that are in line with the NHS 
Constitution values, whereas a participant who scores high on Factor 3 shows a lower extent of 
certain conflicting Schwartz values. Both these aspects supported the convergent validity of the SJT. 
  
6.3.9. Step 8. Optimise scale length 
 
In summary, following removal of three of the original 48 items after expert input (see 6.3.5), 17 
further items were removed after testing with a development sample (see 6.3.7) and evaluating the 
results of this testing (see 6.3.8). As seen under 6.3.8.1 and 6.3.8.2, item removal at this stage was 
based on the item difficulty index (removal of items with a difficulty index >.85 or between .80 and 
.85 with a below average spread/score range) and the contribution of items to the Cronbach's alpha 
(removal of all items with a negative item-total correlation). After this removal, the final SJT 
(Appendix 4.4.) consisted of 28 items. This was close to the number of 30 that was deemed 
acceptable by the student experts (see 6.3.5).  
 
6.4. Finalising the SJT 
 
Following discussion with my supervisors, a disclaimer paragraph was added to the SJT (Appendix 
4.4), in order to help students contextualise the scenarios and response options. Furthermore, 
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information regarding the procedure for reporting concerns in practice, should they arise, was 
added. Based on subsequent personal communication with Diane Gow (2018), ethics expert and 
Faculty Lead for Incidents in Practice at the University of Southampton, the ‘What would you do?’ 
question inherent to each of the SJT items was replaced by the slightly more indirect ‘Which of these 
options would you be most likely to consider?’. This was done with the purpose of minimising the 
possibility that the items would provoke students to directly admit misconduct that, due to 
anonymity, would not have been possible to follow up. After making some further minor changes to 
the wording of the items for clarity, the SJT was ready to be used within the main study (Part IV). 
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PART IV: RESEARCH PHASE 2 – MAIN STUDY
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Chapter 7. Methods for the main study 
 
 
7.1. Introduction 
 
Chapter 6 detailed the development of the SJT. This chapter, along with chapters 8 and 9, will focus 
on the main study. The main study was conducted to meet objectives 2 and 3. Objective 2 was to 
establish whether the values of students with differing levels of experience on their programme 
(particularly clinical practice experience) vary. This was determined by administering the SJT to 
students of adult nursing who were in their first, second, and third year of study, and comparing 
scores between these year groups (cross-sectional design). Objective 3 was to generate insights into 
the considerations and reflections that students have regarding the SJT items, and determine 
whether these considerations and reflections vary between the different year groups. To meet this 
objective, subsequent discussion sessions were organised, recorded and analysed for each year 
group. Information regarding recruitment and sampling can be found in section 7.2. Section 7.3 
covers the data collection process. Ethical considerations are discussed in section 7.4. Sections 7.5 
and 7.6 respectively cover the statistical and qualitative analysis. 
 
7.2. Recruitment and sampling 
 
An opportunity sample (Miles, 2006) of first, second, and third year students of adult nursing was 
recruited through lectures, between 6 and 13 December 2018. Employing SJTs in a comparative, in-
course context is novel with no published precedent identified on which to inform the process of 
estimating effect sizes for potential differences between groups. As such, conducting an a priori 
power calculation to determine the optimal sample size would have been unlikely to provide 
accurate information (Joy, 2018, personal communication). Furthermore, all first, second, and third 
year students of adult nursing at the university were invited to participate in the study, with the goal 
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of obtaining as many participants as possible. Therefore, an a priori power calculation would not 
have influenced the recruitment process.  
 
All data collection took place within the same week, meaning that the three year groups were each 
exactly one year apart with regard to their level of progression on the adult nursing programme. In 
the context of this study, it is relevant to report information about participants’ ethics education and 
clinical practice experience at the time of participation.  
 
The majority of nursing students’ formal ethics education at this university is provided in the first 
year. However, the subject of ethics is embedded in other modules throughout the three years of 
the programme. At the point of data collection, first year students had just completed a module 
entitled ‘Concepts of caring’. This module addressed the philosophies and ideologies of caring. It 
included six weeks of blended learning content around the ethical aspects of scenarios relating to 
different healthcare contexts; the four principles approach to ethics (Beauchamp & Childress, 2009); 
human rights; virtue ethics; and professional codes and guidelines – among which the NHS 
Constitution values. Second year students were undertaking a module named ‘Transitions in Care’. 
The aim of this module was to explore the patient experience during a change in health status, 
informing an understanding of how healthcare needs can be met. As such, the module content 
included, apart from physical care and pharmacology, ethics and values-related topics such as ethical 
issues in acute care, psychosocial care, and breaking significant news. Third year students were 
undertaking modules entitled ‘Research for professional practice’ and ‘Effective decision-making’. 
The former was a module on conducting research, with the aim of preparing students with regard to 
their dissertation. Within this module, research ethics and governance, and the role of ethics 
committees were addressed. The ‘Effective decision-making’ module was focused on understanding 
clinical decision making, and one’s role in delivering safe and effective care. Part of this module 
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related to evaluating care and improving decision-making processes to be compassionate, 
empowering, and ethically sensitive.  
 
At the time of participation, first year students had not yet undertaken any clinical practice 
placements. Second and third year students had completed 24 and 41 weeks in clinical practice 
respectively.  
 
The second and third year lectures I attended in order to recruit participants included all students in 
these respective years. For both these year groups, one sample was recruited. First year students on 
the programme were in two groups with different lecture times. For convenience purposes, two 
separate, smaller samples of first year students were recruited (one from each lecture). 
 
The study was explained to students at the start or the end of a lecture, and participant information 
sheets and consent forms (Appendix 7.2) were handed out. A box was put in the room for students 
to hand in their consent forms, if they wished to take part.  
 
7.3. Data collection 
 
Students who agreed to participate stayed behind after their lecture to fill in paper copies of the 
final, 28 item version of the SJT, which took approximately 20 to 30 minutes. After completing the 
multiple-choice SJT items, participants were asked to write down a free-text answer regarding which 
of the scenarios they found the most challenging and for what reasons. A separate box was put in 
the room for students to hand in the SJT anonymously once they were finished. After students 
handed in the SJT, subsequent discussion sessions, lasting between 15 and 22 minutes, took place 
within each group. In these discussion sessions, students were asked to elaborate on SJT scenarios 
they found challenging, and provide their reflections and insights regarding these scenarios. I 
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facilitated the sessions based on a topic guide (Appendix 5.1). All discussion sessions were audio-
recorded, and during each session a scribe was present to take notes. Scribes were PhD students and 
a research fellow, who were experienced with the process of data collection from discussion 
sessions. They were instructed to capture what was being said in the discussion sessions (as a back-
up for the recordings, in case these would not be sufficiently audible), as well as any additional 
relevant information. As all recordings were of good quality, it was possible to conduct verbatim 
transcription. The resulting transcripts functioned as the main data for coding and analysis. 
However, where the scribes’ notes provided additional information to the recordings, text from 
these notes was also coded and analysed. As scribes were not specifically briefed to pay attention to 
specific aspects, different scribes picked up on different things. Information from the notes 
concerned, for instance, the approximate ages of some participants, the level of agreement between 
participants, and whether they needed to be prompted. Figure 3 shows a visual diagram of the 
different stages in the recruitment and data collection process. 
 
Figure 3: Recruitment and data collection process 
 
Recruitment
•Verbal explanation of study to potential participants
•Information sheets and consent forms handed out
•Box placed in room to hand in consent forms, for those willing to participate
Part I: SJT
•Participants filling in the SJT, including the free-text question at the end
•Handing in the SJT in a separate box, once finished
Part II: 
Discussion
•Discussion of challenging SJT scenarios
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7.4. Ethical considerations regarding the main study 
 
7.4.1. Informed consent  
 
Participants in the main study received a verbal explanation of the study, and a participant 
information sheet (included in Appendix 7.2). They were invited to ask questions about the study, 
and asked to fill in a consent form (included in Appendix 7.2).  
 
7.4.2. Potential for coercion  
 
It was explained to participants that there would be no adverse consequences associated with their 
(non-) participation. To incentivise participation, and thank participants for their time, food and 
drinks were provided during the study. Due to the relatively low value of these items, there were no 
implications with regard to coercion.  
 
7.4.3. Confidentiality, anonymity, and data protection  
 
Participants in the main study only provided their name on the consent form. The consent forms 
were kept separate from the research data. 
 
7.4.4. Potential risks or burdens for participants 
 
This study did not propose a major health or wellbeing risk for any of the parties involved. As 
participants’ overall time investment in the main study was low (< one hour) it did not place a 
significant burden on them. 
 
7.5. Statistical analysis  
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Concluding from a post-hoc power calculation based on the final number of participants, this study 
was underpowered for the purpose of conducting the tests for comparing groups – such as ANOVA 
and Kruskal-Wallis – employed (although sufficient power was achieved for the correlation and 
regression analyses). The consequences of a lack of power are further discussed in chapter 12.9.3. 
Being aware of this limitation, it is important to interpret the statistical findings in this chapter with 
some caution. SPSS version 25.0 was used for all statistical analyses. Several inferential statistical 
tests were used. 
 
Firstly, a between-subjects ANOVA (and post-hoc test) was conducted to compare mean total SJT 
scores between the (independent) year groups (Wilson & MacLean, 2011), as ANOVA is a test for 
comparing means between three or more groups. Subsequently, an independent samples t-test, the 
equivalent of the between-subjects ANOVA for comparing fewer than three groups, was carried out 
to compare the mean total SJT scores between students with and without previous healthcare 
education or training, and between students of White British and non-White British ethnicity.  
 
Pearson’s correlation coefficient was determined to examine the degree of linear relationship 
(Wilson & MacLean, 2011) between age and total SJT score. Age was recorded into six groups that 
were allocated numerical values (due to the issue with potential identifiability outlined in chapter 
6.3.5). 
 
Simple regression was carried out to examine the relationship between year and total SJT score, and 
subsequent multiple regression was conducted to determine whether this relationship was upheld in 
a model including multiple independent variables.  
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Lastly, a Kruskal-Wallis test, as the non-parametric equivalent of the between-subjects ANOVA 
(Wilson & MacLean, 2011), was conducted to compare means per year regarding the scores on 
individual SJT items (for which the normality assumption was violated).  
 
7.6. Qualitative analysis 
 
Free-text answers and transcripts of the discussion sessions were coded and analysed using Nvivo 
version 11. Qualitative analysis took place in different stages, and a hybrid approach of deductive 
and inductive coding (Fereday & Muir-Cochrane, 2006) was employed. Deductive codes, developed a 
priori (Crabtree & Miller, 1999) from the topic guide provided a coherent structure for the analysis, 
whilst inductive coding allowed for themes to be identified directly from the data (Fereday & Muir-
Cochrane, 2006). In the first stage of the analysis, the discussion sessions and free-text answers were 
coded for each year group. The scenarios that students indicated as the most challenging were 
entered into NVivo version 11. After this, deductive sub-codes were entered based on the topic 
guide for the discussion session and the free-text question. Under these deductive sub-codes, 
further coding took place inductively. Figure 4 shows the coding process.  
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Figure 4: Coding of discussion session transcripts and free-text answers for each year group 
 
The process of qualitative research is, by nature, subject to interpretation. Although there is debate 
as to whether this is advantageous or disadvantageous (Guest, MacQueen & Namey, 2012), 
measures were taken to minimise indeterminate subjectivity (Guest, MacQueen & Namey, 2012) 
with regards to the coding process within this study. Secondary coding by an independent 
researcher (PhD student with prior coding experience) of approximately 50% of the qualitative data 
took place, and codes were compared and discussed (Guest, MacQueen & Namey, 2012). Apart from 
some minor variations attributable to individual tendencies towards ‘lumping’ and ‘splitting’ (Guest, 
Level 1. Scenario mentioned as most 
challenging (inductive)
Level 2. For this scenario:
- Reasons and considerations 
- Acceptable responses (only for discussion 
session)
-Unacceptable responses (only for 
discussion session)
- Alternative responses (only for discussion 
session)
- General
(Deductive, based on topic guide)
Level 3. Inductive coding under these sub-
codes
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MacQueen & Namey, 2012) and choice of exact wording between myself and the other researcher, 
the coding was highly similar, and no clear discrepancies were found.  
 
After the coding took place, an initial analysis was conducted for each scenario that was mentioned 
by participants in their free-text answers, or in the discussion sessions. Subsequently, thematic 
analysis took place, based on the inductive (Level 3 in Figure 4) codes for each year group. These 
were the scenario-specific inductive codes as well as general inductive codes (which related to 
students discussing their overall considerations, or points that concerned multiple scenarios, rather 
than one scenario in particular). Thematic analysis is a method for identifying, analysing and 
reporting patterns or themes within data (Braun & Clarke, 2006). Braun and Clarke’s (2006) phases 
for thematic analysis were followed. Having transcribed all of the focus group recordings myself, I 
was familiar the data (Braun & Clarke, 2006), and initial coding (Braun & Clarke, 2006) had already 
been conducted. The next phase was to search for themes amongst the codes (Braun & Clarke, 
2006). The identification of themes depends on decisions the researcher makes about the codes. As 
this is an active, rather than a passive process, one cannot simply say that themes ‘emerge’ from the 
data (Braun & Clarke, 2006). Themes came to exist, based on the grouping of similar or related 
codes. Once they were identified, they were reviewed, defined, and named, prior to writing up the 
findings (Braun & Clarke, 2006).  
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Chapter 8. Main study findings 
 
8.1. Introduction  
 
This chapter describes the results of the main study. Section 8.2 provides demographics and 
background information regarding participants. In sections 8.3 and 8.4 respectively, quantitative and 
qualitative findings are reported. 
 
8.2. Participants 
 
A total of 37 students participated in the main study. These were 13 first year students, 15 second 
year students, and nine third year students. A discussion regarding recruitment challenges is 
provided in chapter 12.9.3.  
 
Information was collected in relation to participants’ gender, age, ethnicity, and whether they had 
any previous healthcare education or training. Table 19 below shows the demographics for each of 
the three year groups.   
 
Table 19: Demographics of the three year groups 
 
 Year 1 (n=13): Year 2 (n=15): Year 3: (n=9): 
Age group 
 
≤20:  
21-24:  
25-29:  
30-34: 
35-39: 
 ≥40: 
 
 
5 (38.5%) 
1 (7.7%) 
3 (23.1%) 
1 (7.7%) 
1 (7.7%) 
2 (15.4%) 
 
 
3 (20.0%) 
4 (26.7%) 
1 (6.7%) 
2 (13.3%) 
3 (20.0%) 
2 (13.3%) 
 
 
 
0 (0.0%) 
2 (22.2%) 
1 (11.1%) 
2 (22.2%) 
4 (44.4%) 
0 (0.0%) 
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Gender  
 
Female: 
Male: 
 
 
13 (100%) 
0 (0.0%) 
 
 
14 (93.3%) 
1 (6.7%) 
 
 
8 (88.9%) 
1 (11.1%) 
 
Ethnicity 
 
White – English/Welsh/ 
Scottish/ Northern 
Irish/British: 
 
Asian/Asian British – Indian: 
 
Asian/Asian British – Any 
other Asian background: 
 
Black/African/Caribbean/Black 
British – African:  
 
Mixed/multiple ethnic groups 
– White and Black African: 
 
 
8 (61.5%) 
 
 
1 (7.7%) 
 
4 (30.8%) 
 
 
0 (0.0%) 
 
 
0 (0.0%) 
 
 
11 (73.3%) 
 
 
0 (0.0%) 
 
1 (6.7%) 
 
 
2 (13.3%) 
 
 
1 (6.7%) 
 
 
7 (77.7%) 
 
 
0 (0.0%) 
 
0 (0.0%) 
 
 
2 (22.2%) 
 
 
0 (0.0%) 
 
Previous healthcare education 
or training 
Yes: 
No: 
Not indicated: 
 
 
9 (69.2%) 
4 (30.8%) 
0 (0.0%) 
 
 
 
6 (40%) 
8 (53.3%) 
1 (6.7%) 
 
 
 
3 (33.3%) 
5 (55.6%) 
1 (11.1%) 
 
Nine first year students (69.2%), six second year students (40%), and three third year students 
(33.3%) had undertaken another form of formal healthcare education or training prior to starting the 
nurse education programme. Some participants reported to have completed multiple types of 
 
 
156 
 
training. Types of education and training included: an NVQ in Health & Social Care; a Diploma in 
Health & Social Care provisions; a care training or certificate; a dementia training; an induction or job 
as a (health-)care assistant; a BTEC Level 3 Health & Social Care; a Nepalese proficiency certificate in 
nursing; a job as a pharmacy dispenser; a Scottish Higher National Diploma in Care and 
Administrative practice; an unspecified Bachelor of Science; and an Access to Higher 
Education/Healthcare/Health & Social Care diploma. One student indicated that her previous 
healthcare experience consisted only of being a third year student nurse (misinterpretation of the 
question). Therefore, this student was placed in the ‘no previous healthcare education’ category.  
 
8.3. Quantitative results 
 
Quantitative analysis of the data was conducted, according to the process described in chapter 7.5. 
The results of this analysis are reported in the following section. 
 
8.3.1. Handling multiple responses and missing data 
 
 
Following the observation that some participants in the pilot sample had provided multiple 
responses to SJT items (see chapter 6.3.7), participants in this main sample were verbally instructed 
not to do so, in addition to the written instructions. As a result, none of them provided multiple 
answers. Only one participant (ID no. 35) omitted to provide an answer to one of the items (item 
12). As with the pilot sample, data imputation took place by replacing the missing value with the 
mean score of that participant across the rest of the items. 
 
8.3.2. Reliability and scores 
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Cronbach’s alpha for the SJT was .69 in the main sample, which was lower than the alpha of .82 
observed in the pilot sample, but still acceptable (DeVellis, 2012). Total scores on the SJT ranged 
from 52 to 79 points (out of a total possible scoring range of zero to 84 points). Table 20 provides an 
overview of the mean total SJT scores and standard deviations for each year group. 
 
Table 20: SJT scores and standard deviations per year group 
 Year 1: Year 2: Year 3: 
Mean score: 71.37 66.60 62.77 
Standard deviation: 3.98 5.45 6.55 
 
8.3.3. Comparing mean total SJT scores for each year group 
 
The first step in the analysis was to compare the mean total SJT scores per year group, to see if 
significant differences could be detected. The normality and homoscedasticity assumptions were not 
significantly violated concluding from, respectively, the normal probability plot of residuals and 
measures of skewness and kurtosis, and Levene’s (1960) test for the equality of variances. 
Therefore, a one-way ANOVA was carried out. This showed that there were significant differences in 
SJT scores between year groups (F=7.28, p= .002). A post-hoc test showed the following pairwise 
comparisons (Table 21). 
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Table 21: Pairwise comparisons of total SJT scores per year group  
Mean SJT score 
per Year Group: 
Comparison: Mean 
Difference: 
Std. Error: p-value 95% Confidence 
Interval 
Lower 
Bound 
Upper 
Bound 
Year 1: 71.37 Year 1 - Year 2 4.77 2.00 .069 -.27 9.81 
Year 2: 66.60 Year 1 - Year 3 8.59* 2.29 .002 2.82 14.36 
Year 3: 62.77 Year 2 - Year 3 3.82 2.22 .286 -1.79 9.43 
 *The mean difference is significant at the 0.05 level. 
 
A significant difference in mean total SJT scores was observed between year one and year three. The 
mean difference was 8.59 points (p= .002; 95% CI 2.82-14.36), meaning that students in year one 
scored significantly higher on the SJT than students in year three. As can be seen in Table 21, the 
mean differences for the other pairwise comparisons were not significant. An indicative pattern was 
observed (the higher the year of study, the lower the SJT score), but regardless of relatively high 
effect sizes, the p-values exceeded .05. This was potentially due to the low power of the study.  
 
8.3.4. Factors associated with SJT scores 
 
Based on the literature regarding SJTs reviewed (chapter 6), other factors that were potentially 
expected to influence SJT scores were gender, age, ethnicity, and previous healthcare education or 
training. As an IELTS score of 7.0 or higher was an entry requirement for the nursing programme, all 
participants were expected to have a sufficient level of proficiency in English. Nevertheless, they 
were asked if they spoke English as a second or other language, with the purpose of examining 
whether this affected their SJT scores. As there were only two male participants, a statistical analysis 
for gender could not be conducted. 
 
 
 
159 
 
Age was recorded into six groups, ranging from lowest to highest. These groups were each given a 
numerical value (1-6) in SPSS, so that a correlation with the continuous total SJT scores could be 
determined. Age was not correlated with the SJT score (Pearson’s r=.072; p=.674).  
 
An independent samples t-test was conducted to determine whether there was a difference in SJT 
scores between those students who had started their course with prior healthcare education or 
training (18 participants, 48.6%), and those who did not (17 participants, 45.9%). Two participants 
(5.4%) did not indicate whether they had undertaken any previous healthcare education or training. 
No significant difference was found (t= -.487; df= 33; p= .629). 
 
As there were low numbers in the ethnicity categories that were not White British (only one to five 
students for each category, as can be seen in Table 19), it was not possible to conduct an analysis 
including each of the separate ethnic categories. Instead, a t-test comparing White British 
participants with participants from ethnic minority backgrounds was conducted. With a mean score 
of 71.80, participants from ethnic minority backgrounds scored higher than White British 
participants (mean score 65.46) on the SJT (t= 3.224; df=35; p= .003).   
 
All White British participants spoke English as their first language. Out of the 11 non-White British 
participants, nine indicated that English was not their first language. It was not recorded what these 
languages were. As having an ethnic minority background and speaking English as a second or other 
language were so clearly correlated, conducting a separate analysis for language was not expected 
to provide any additional information.  
 
8.3.5. Determining the relationship between year of study and SJT score, accounting for 
other factors 
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In order to determine whether there was an association between year of study and SJT score in a 
regression model, when accounting for potential confounding factors, a multiple regression analysis 
was conducted. A scatterplot for the relationship between year of study (one, two, or three) and SJT 
score indicated a linear relationship. Simple regression analysis showed that this relationship was 
negative (B=-4.33, p<.001), meaning that, the higher the year of study (one, two, or three), the lower 
were the SJT scores. Based on the analyses stated above, ethnicity was expected to be a potential 
confounding factor, whereas age and previous healthcare education were not. Nevertheless, all four 
factors (year of study, ethnicity, age, and previous healthcare education) were added to the multiple 
regression model. Year of study (1-3) and age (1-6) were entered as numerical variables, whereas 
ethnicity and previous healthcare education were entered in the form of binary Dummy variables (0 
for White British, 1 for non-White British; 0 for no previous healthcare education, 1 for previous 
healthcare education). Table 22 shows the outcomes of both the simple and the multiple regression 
analysis. 
 
Table 22: Regression analysis (dependent variable: total SJT score) 
Model R-squared: Independent 
variables: 
B: Std. Error: Beta: t p-value: 
Model 
including only 
Year (simple 
regression) 
.30 (Constant) 75.54 2.29  32.98 <.001 
Year of study -4.33 1.12 -.55 -3.86 <.001 
Model 
including Year 
of study, 
Ethnicity, Age, 
and Previous 
healthcare 
education 
.52 (Constant) 72.27 2.73  26.50 <.001 
Year of study -4.27 1.22 -.53 -.3.49 .002 
Ethnicity 5.57 1.98 .39 2.81 .009 
Age .64 .54 .18 1.19 .243 
Previous 
healthcare 
education 
-.74 1.78 -.06 -.41 .682 
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As can be seen in Table 22, the simple regression model, with year of study as the only independent 
variable, explained 30% of the variance in SJT scores (R-squared = .30). The multiple regression 
model, with all four independent variables, explained 52% of the variance (R-squared = .52). Year of 
study and ethnicity were both independently significantly associated with SJT score, whereas, in line 
with expectations, age and previous healthcare education were not. Based on the coefficients (B) in 
the multiple regression model, a non-White British ethnicity was expected to increase one’s total SJT 
score by 5.57 points, whereas, with each increase in year of study, the SJT score was expected to 
decrease by 4.27 points. 
8.3.6. Comparing scores for individual SJT items 
 
In order to explore the nature of the differences in SJT scores, individual items were explored in 
addition to the overall scores.  
 
8.3.6.1. Overview of items scores per year group 
 
Table 23 provides an overview of the item scores for each year group. Mean scores and standard 
deviations are also reported, as well as median scores and inter-quartile ranges (IQRs).  
 
Table 23: Overview of item scores per year group 
Items (see Appendix 
4.4): 
Year 1 (n=13): Year 2 (n=15): Year 3 (n=9): 
Item 1 (Pressure from 
colleagues to stay in 
staff room): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
3 (23.1%) 
8 (61.5%) 
0 (0.0%) 
4 (26.7%) 
7 (46.7%) 
4 (26.7%) 
0 (0.0%) 
3 (33.3%) 
5 (55.6%) 
1 (11.1%) 
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Mean score: 2.46 2.0 1.78 
Median score + IQR: 3.0 (1.0) 2.0 (2.0) 2.0 (1.0) 
Standard deviation: .78 .76 .67 
Item 2 (Doctor is 
wearing a bracelet): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
2 (15.4%) 
9 (69.2%) 
3 (20.0%) 
4 (26.7%) 
6 (40.0%) 
2 (13.3%) 
0 (0.0%) 
4 (44.4%) 
2 (22.2%) 
3 (33.3%) 
Mean score: 2.54 1.47 1.89 
Median score + IQR: 3.0 (1.0) 2.0 (1.0) 2.0 (2.0) 
Standard deviation: .78 .99 .93 
Item 3 (Mentor is giving 
rough injections): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
1 (7.7%) 
7 (53.8%) 
5 (38.5%) 
0 (0.0%) 
3 (20.0%) 
11 (73.7%) 
1 (6.7%) 
0 (0.0%) 
8 (88.9%) 
1 (11.1%) 
0 (0.0%) 
Mean score: 2.31 1.87 1.11 
Median score + IQR: 2.0 (1.0) 2.0 (0.0) 1.0 (0.0) 
Standard deviation: .63 .52 .33 
Item 4 (Patient seems 
unwell, but possibility of 
raising a false alarm 
exists): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
7 (53.8%) 
6 (46.2%) 
0 (0.0%) 
0 (0.0%) 
5 (33.3%) 
10 (66.7%) 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
Mean score: 2.46 2.67 2.78 
Median score + IQR: 2.0 (1.0) 3.0 (1.0) 3.0 (0.5) 
Standard deviation: .52 .49 .44 
 
 
163 
 
Item 5 (Registered nurse 
disconnects patient 
alarms): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
4 (30.8%) 
7 (53.8%) 
0 (0.0%) 
1 (6.7%) 
10 (66.7%) 
4 (26.7%) 
0 (0.0%) 
1 (11.1%) 
5 (55.6%) 
3 (33.3%) 
Mean score: 2.38 2.20 2.22 
Median score + IQR: 3.0 (1.0) 2.0 (1.0) 2.0 (1.0) 
Standard deviation: .77 .56 .67 
Item 6 (Doctor believes a 
patient’s leg is not 
broken): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
7 (53.8%) 
4 (30.8%) 
0 (0.0%) 
2 (13.3%) 
5 (33.3%) 
8 (53.3%) 
0 (0.0%) 
0 (0.0%) 
7 (77.8%) 
2 (22.2%) 
Mean score: 2.15 2.40 2.22 
Median score + IQR: 2.0 (1.0) 3.0 (1.0) 2.0 (0.5) 
Standard deviation: .69 .74 .44 
Item 7 (Patient wants to 
self-discharge): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
0 (0.0%) 
13 (100.0%) 
0 (0.0%) 
1 (6.7%) 
3 (20.0%) 
11 (73.3%) 
1 (11.1%) 
1 (11.1%) 
1 (11.1%) 
6 (66.7%) 
Mean score: 3.0 2.67 2.33 
Median score + IQR: 3.0 (0.0) 3.0 (1.0) 3.0 (1.5) 
Standard deviation: .00 .62 1.12 
Item 8 (Colleague makes 
derogatory comment 
about patient): 
   
Scores:  0 pt:  
               1 pt:  
0 (0.0%) 
2 (15.4%) 
1 (6.7%) 
4 (26.7%) 
1 (11.1%) 
4 (44.4%) 
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               2 pt:  
               3 pt: 
4 (30.8%) 
7 (53.8%) 
3 (20.0%) 
7 (46.7%) 
0 (0.0%) 
4 (44.4%) 
Mean score: 2.38 2.07 1.78 
Median score + IQR: 3.0 (1.0) 2.0 (2.0) 1.0 (2.0) 
Standard deviation: .77 1.03 1.20 
Item 9 (Patient does not 
want student to watch 
procedure): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
1 (7.7%) 
12 (92.3%) 
0 (0.0%) 
0 (0.0%) 
1 (6.7%) 
14 (93.3%) 
0 (0.0%) 
1 (11.1%) 
1 (11.1%) 
7 (77.8%) 
Mean score: 2.92 2.93 2.67 
Median score + IQR: 3.0 (0.0) 3.0 (0.0) 3.0 (0.5) 
Standard deviation: .28 .26 .71 
Item 10 (Patient has 
made discriminatory 
comment): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
4 (30.8%) 
9 (69.2%) 
1 (6.7%) 
2 (13.3%) 
5 (33.3%) 
7 (46.7%) 
0 pt: 0 (0.0%) 
1 pt: 2 (22.2%) 
2 pt: 3 (33.3%) 
3 pt: 4 (44.4%) 
Mean score: 2.69 2.20 2.22 
Median score + IQR: 3.0 (1.0) 2.0 (1.0) 2.0 (1.5) 
Standard deviation: .48 .94 .83 
Item 11 (Patient does 
not want to take pain 
medication): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
1 (7.7%) 
4 (30.8%) 
8 (61.5%) 
0 (0.0%) 
0 (0.0%) 
6 (40.0%) 
9 (60.0%) 
0 (0.0%) 
0 (0.0%) 
3 (33.3%) 
6 (66.7%) 
Mean score: 2.54 2.60 2.67 
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Median score + IQR: 3.0 (1.0) 3.0 (1.0) 3.0 (1.0) 
Standard deviation: .66 .51 .50 
Item 12 (Changing 
records after making a 
mistake): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
1 (7.7%) 
0 (0.0%) 
11 (84.6%) 
(Data imputation for one 
participant with this 
participant’s mean score 
across all items (2.78). 
0 (0.0%) 
1 (6.7%) 
1 (6.7%) 
13 (86.7%) 
0 (0.0%) 
3 (33.7%)  
0 (0.0%) 
6 (66.7%) 
Mean score: 2.83 2.80 2.33 
Median score + IQR: 3.0 (0.0) 3.0 (0.0) 3.0 (2.0) 
Standard deviation: .55 .56 1.00 
Item 13 (Student has 
administered incorrect 
dose of medication): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
7 (53.8%) 
6 (46.2%) 
0 (0.0%) 
1 (6.7%) 
7 (46.7%) 
7 (46.7%) 
0 (0.0%) 
0 (0.0%) 
8 (88.9%) 
1 (11.1%) 
Mean score: 2.46 2.40 2.11 
Median score + IQR: 2.0 (1.0) 2.0 (1.0) 2.0 (0.0) 
Standard deviation: .52 .63 .33 
Item 14 (Student is 
called out for being slow 
during medication 
rounds): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
4 (30.8%) 
9 (69.2%) 
0 (0.0%) 
0 (0.0%) 
4 (26.7%) 
11 (73.3%) 
0 (0.0%) 
1 (11.1%) 
4 (44.4%) 
4 (44.4%) 
Mean score: 2.69 2.73 2.33 
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Median score + IQR: 3.0 (1.0) 3.0 (1.0) 2.0 (1.0) 
Standard deviation: .48 .46 .71 
Item 15 (Patient is 
distressed before 
operation): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
8 (61.5%) 
5 (38.5%) 
0 (0.0%) 
2 (13.3%) 
10 (66.7%) 
3 (20.0%) 
0 (0.0%) 
1 (11.1%) 
7 (77.8%) 
1 (11.1%) 
Mean score: 2.38 2.07 2.00 
Median score + IQR: 2.0 (1.0) 2.0 (0.0) 2.0 (0.0) 
Standard deviation: .51 .59 .50 
Item 16 (Patient is crying 
while the ward is busy): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
4 (30.8%) 
9 (69.2%) 
0 (0.0%) 
1 (6.7%) 
6 (40.0%) 
8 (53.3%) 
0 (0.0%) 
1 (11.1%) 
5 (55.6%) 
3 (33.3%) 
Mean score: 2.69 2.47 2.22 
Median score + IQR: 3.0 (1.0) 3.0 (1.0) 2.0 (1.0) 
Standard deviation: .48 .64 .67 
Item 17 (Drug may have 
inconvenient side 
effects): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
4 (30.8%) 
9 (69.2%) 
0 (0.0%) 
0 (0.0%) 
10 (66.6%) 
5 (33.3%) 
0 (0.0%) 
1 (11.1%) 
3 (33.3%) 
5 (55.6%) 
Mean score: 2.69 2.33 2.44 
Median score + IQR: 3.0 (1.0) 2.0 (1.0) 3.0 (1.0) 
Standard deviation: .48 .49 .73 
Item 18 (Negative 
feedback from patient’s 
relatives): 
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Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
0 (0.0%) 
13 (100.0%) 
0 (0.0%) 
0 (0.0%) 
0 (0.0%) 
15 (100.0%) 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
Mean score: 3.0 3.0 2.78 
Median score + IQR: 3.0 (0.0) 3.0 (0.0) 3.0 (0.5) 
Standard deviation: .00 .00 .44 
Item 19 (Discharged 
patient has trouble 
getting to car park): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
5 (38.5%) 
6 (46.2%) 
0 (0.0%) 
2 (13.3%) 
4 (26.7%) 
9 (60.0%) 
1 (11.1%) 
3 (33.3%) 
0 (0.0%) 
5 (55.6%) 
Mean score: 2.31 2.47 2.00 
Median score + IQR: 2.0 (1.0) 3.0 (1.0) 3.0 (2.0) 
Standard deviation: .75 .74 1.22 
Item 20 (Patient needs 
medication, but 
pharmacy is closed): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
6 (46.2%) 
7 (53.8%) 
0 (0.0%) 
1 (6.7%) 
6 (40.0%) 
8 (53.3%) 
0 (0.0%) 
1 (11.1%) 
1 (11.1%) 
7 (77.8%) 
Mean score: 2.54 2.47 2.67 
Median score + IQR: 3.0 (1.0) 3.0 (1.0) 3.0 (0.5) 
Standard deviation: .52 .64 .71 
Item 21 (Team members 
boycotting new 
protocol): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
0 (0.0%) 
0 (0.0%) 
3 (23.1%) 
0 (0.0%) 
2 (13.3%)  
7 (46.7%) 
0 (0.0%) 
1 (11.1%) 
4 (44.4%) 
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               3 pt: 10 (76.9%) 6 (40.0%) 4 (44.4%) 
Mean score: 2.77 2.27 2.33 
Median score + IQR: 3.0 (0.5) 2.0 (1.0) 2.0 (1.0) 
Standard deviation: .44 .70 .71 
Item 22 (Patient wants 
feet to be washed): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
7 (53.8%) 
4 (30.8%) 
0 (0.0%) 
7 (46.7%) 
4 (26.7%) 
4 (26.7%) 
1 (11.1%) 
2 (22.2%) 
4 (44.4%) 
2 (22.2%) 
Mean score: 2.15 1.80 1.78 
Median score + IQR: 2.0 (1.0) 2.0 (2.0) 2.0 (1.5) 
Standard deviation: .69 .86 .97 
Item 23 (Patient 
uncomfortable with bed-
bathing): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
1 (7.7%) 
12 (92.3%) 
0 (0.0%) 
1 (6.7%) 
1 (6.7%) 
13 (86.7%) 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
Mean score: 2.92 2.80 2.78 
Median score + IQR: 3.0 (0.0) 3.0 (0.0) 3.0 (0.5) 
Standard deviation: .28 .56 .44 
Item 24 (Patient may not 
understand consent 
form): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
2 (15.4%) 
11 (84.6%) 
0 (0.0%) 
0 (0.0%) 
0 (0.0%) 
15 (100.0%) 
0 (0.0%) 
0 (0.0%) 
5 (55.6%) 
4 (44.4%) 
Mean score: 2.85 3.0 2.44 
Median score: 3.0 (0.0) 3.0 (0.0) 2.0 (1.0) 
Standard deviation: .38 .00 .53 
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Item 25 (Refugees are 
coming into A&E): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
1 (7.7%) 
5 (38.5%) 
4 (30.8%) 
3 (23.1%) 
1 (6.7%) 
6 (40.0%) 
7 (46.7%) 
1 (6.7%) 
1 (11.1%) 
4 (44.4%) 
4 (44.4%) 
0 (0.0%) 
Mean score: 1.69 1.53 1.33 
Median score + IQR: 2.0 (1.5) 2.0 (2.0) 1.0 (1.0) 
Standard deviation: .95 .74 .71 
Item 26 (No underwear 
can be found for 
patient): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
2 (15.4%) 
2 (15.4%) 
9 (69.2%) 
0 (0.0%) 
2 (13.3%) 
0 (0.0%) 
13 (86.7%) 
0 (0.0%) 
1 (11.1%) 
1 (11.1%) 
7 (77.8%) 
Mean score: 2.54 2.73 2.67 
Median score + IQR: 3.0 (1.0) 3.0 (0.0) 3.0 (0.5) 
Standard deviation: .78 .70 .71 
Item 27 (Patient is ex-
convict): 
   
Scores:  0 pt:  
               1 pt:  
               2 pt:  
               3 pt: 
0 (0.0%) 
0 (0.0%) 
3 (23.1%) 
10 (76.9%) 
0 (0.0%) 
1 (6.7%) 
3 (20.0%) 
11 (73.7%) 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
Mean score: 2.77 2.67 2.78 
Median score + IQR: 3.0 (0.5) 3.0 (1.0) 3.0 (0.5) 
Standard deviation: .44 .62 .44 
Item 28 (Colleague 
wants to discuss patient 
whilst this patient is 
present): 
   
Scores:  0 pt:  
               1 pt:  
1 (7.7%) 
2 (15.4%) 
1 (6.7%) 
3 (20.0%) 
0 (0.0%) 
3 (33.3%) 
 
 
170 
 
               2 pt:  
               3 pt: 
3 (23.1%) 
7 (53.8%) 
6 (40.0%) 
5 (33.3%) 
2 (22.2%) 
4 (44.4%) 
Mean score: 2.23 2.00 2.11 
Median score + IQR: 3.0 (1.5) 2.0 (2.0) 2.0 (2.0) 
Standard deviation: 1.01 .93 .93 
 
As these scores for individual items were not normally distributed, a Kruskal-Wallis test was 
conducted. Significant differences between year groups were found for three of the individual items 
listed in Table 23, which are discussed below. These were items 2 (p= .016), 3 (p<.001), and 24 (p= 
.004). Indicative patterns were observed for several other items, but p-values exceeded .05, which 
may have, again, been due to the low power of the study. In this quantitative results section, detail is 
only provided regarding the items for which a significant difference was found. However, the 
indicative patterns regarding the other items are discussed alongside qualitative findings in chapter 
9.2. Significant pairwise differences for items 2, 3, and 24 are listed in Table 24. 
 
Table 24: Significant pairwise differences in mean scores for individual items 
Item: Significant difference found 
between: 
p-value: 
2 (Doctor is wearing a bracelet) Year 1 and Year 2 .013 
3 (Mentor is giving rough 
injections) 
Year 1 and Year 3 
Year 2 and Year 3 
<.001 
.017 
24 (Patient may not understand 
consent form)  
Year 2 and Year 3 .003 
 
These significant differences are explored in detail in the following sections. 
8.3.6.2. Item 2 
 
The scenario text of item 2 was as follows (Figure 5): 
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Figure 5: Scenario text item 2 
You are on placement in a hospital. You are present when a doctor is tending to a patient’s wound. You 
notice that she is wearing a bracelet, which you know is unhygienic, and could therefore potentially be 
harmful to the patient. This doctor is one of the most senior staff members on the ward.  
 
Table 25 compares the responses given to item 2 in year one and year two.  
 
Table 25: Responses to item 2, compared for years 1 and 2, as a significant difference was observed between these years 
(p = .013, see Table 24) 
Response option: Year 1: Year 2: 
a. You ask the doctor if she 
should take off her 
bracelet (3 points) 
9 (69.2%) 2 (13.3%) 
b. You do not raise your 
worries about the 
bracelet with the doctor 
(0 points) 
0 (0.0%) 3 (20.0%) 
c. Afterwards, you discuss 
the issue with another 
student, and ask if 
he/she thinks you should 
bring up the issue (1 
point) 
2 (15.4%) 4 (26.7%) 
d. You decide to keep an 
eye on this doctor. If she 
keeps her bracelet on 
the next time as well, 
you will address it with 
her (2 points) 
2 (15.4%) 6 (40.0%) 
 
Compared to second year students, first year students appeared to be more likely to consider asking 
the doctor to take off the bracelet (69.2% versus 13.3%), which was the response option 
corresponding to the maximum number of points. No students in year one indicated that they would 
be likely to consider not raising the issue at all, compared to 20% of the students in year two.  
 
8.3.6.3. Item 3 
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The scenario text for item 3 can be seen below (Figure 6): 
 
Figure 6: Scenario text item 3 
You are on placement in a hospital. You notice that your mentor is giving injections in a manner that is 
rough, and seems to hurt the patients. You would like to address this with her during your weekly 
meeting. You know that your mentor will soon need to fill in your placement assessment. 
 
Table 26 compares the responses given to item 3 in years one, two, and three. 
 
Table 26: Responses to item 3, compared for years 1, 2 and 3, as significant differences were observed between year one 
and year three, and between year two and year three (p<.001 and .017 respectively, see Table 24) 
 
Response option: Year 1: Year 2: Year 3: 
a. You bring up the 
issue indirectly, 
asking your mentor 
why patients seem 
afraid of being 
given their 
injections (2 points) 
7 (53.8%) 11 (73.7%) 1 (11.1%) 
b. You ask your 
mentor if her 
injection technique 
might be too rough 
(3 points) 
5 (38.5%) 1 (6.7%) 0 (0.0%) 
c. You wait until your 
mentor has filled in 
your placement 
assessment. After 
this, you ask her if 
her injection 
technique might be 
too rough (1 point) 
1 (7.7%) 3 (20.0%) 8 (89.9%) 
d. You do not say 
anything to your 
mentor about her 
injection technique 
(0 points)  
0 (0.0%) 0 (0.0%) 0 (0.0%) 
 
Most first and second year students (53.8% and 73.7% respectively) indicated that they would be 
most likely to consider asking the mentor about her injection technique in an indirect manner. In the 
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third year, however, all but one of the students (89.9%) indicated that they would be most likely to 
consider waiting until after the placement assessment had been filled in.   
 
8.3.6.4. Item 24 
 
The scenario text of item 24, the final item for which a significant difference between year groups 
was found, was as follows (Figure 7): 
 
Figure 7: Scenario text item 24 
You are on placement in a hospital. Mr Karwowski, who is from Poland and does not speak English very 
well, has signed a consent form for a procedure. However, when you speak to him, you are unsure 
whether he has actually understood the information. You are contemplating whether to bring this up 
with the doctor, but you are afraid that you might be wrong, and that he will not take you seriously. 
 
Table 27 compares the responses given to item 24 in years two and three. 
 
Table 27: Responses to item 3, compared for years 2 and 3, as a significant difference was observed between these years 
(p=.003, see Table 24) 
Response option: Year 2 percentage: Year 3 percentage: 
a. You do not bring up 
the issue with the 
doctor (0 points) 
0 (0.0%) 0 (0.0%) 
b. You explain to the 
doctor that you are 
unsure whether Mr 
Karwowski has 
understood the 
information (3 
points) 
13 (100%) 4 (44.4%) 
c. You ask another 
student whether 
he/she thinks you 
should tell the 
0 (0.0%) 0 (0.0%) 
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doctor about your 
concerns (1 point) 
d. You ask the doctor 
if he thinks that Mr 
Karwowski has 
understood the 
information (2 
points) 
0 (0.0%) 5 (55.6%) 
 
All students in year two indicated that they would be most likely to voice their concerns to the 
doctor directly, whereas students in year three were more likely to consider taking the more indirect 
response of asking the doctor for his opinion. 
 
8.3.7. Summary of quantitative findings 
 
 
The quantitative results of the study provided an indication that the higher the year of study, the 
lower were the mean total SJT scores. This suggests a lower congruence with/prioritisation of the 
NHS Constitution values in higher years of study. Implications of this are discussed in chapter 12. 
Significant differences in this same direction were also found for three of the individual SJT items. 
These items – 2, 3, and 24 – all related to addressing an issue with a more senior member of staff. 
The fact that the significant differences (year one versus year two, year one versus years two and 
three, and year two versus year three respectively) for these items each refer to lower scores for 
those within higher years of study provides some indication that students in higher years of study 
may find this more difficult than those in lower years of study.   
 
8.4. Qualitative findings  
 
8.4.1. Introduction and general overview. 
 
After conducting the quantitative analysis, qualitative analysis of the free-text answers and 
discussion sessions took place. The code book for the qualitative analysis, based on the process 
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described in chapter 7.6, can be seen in Appendix 6.1. Table 28 provides a comparative overview 
(per year group) of the scenarios that were mentioned as most challenging within the discussion 
session and free-text answers. 
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Table 28: Overview of scenarios mentioned per year group 
Scenario: NHS Constitution 
value: 
Schwartz values 
conflict: 
Year 1: Year 2: Year 3: 
1 (Pressure from colleagues 
to stay in staff room) 
Working together for 
patients 
Self-direction versus 
interpersonal 
conformity 
Discussion/free-text 
answers 
- - 
2 (Doctor is wearing a 
bracelet) 
Working together for 
patients 
Self-direction versus 
tradition 
Discussion/free-text 
answers 
Discussion/free-text 
answers 
Discussion/free-text 
answers 
3 (Mentor is giving rough 
injections) 
Working together for 
patients 
Benevolence versus 
power 
Discussion/free-text 
answers 
Discussion/free-text 
answers 
- 
5 (Registered nurse 
disconnects patient alarms) 
Working together for 
patients 
Self-direction versus 
interpersonal 
conformity 
Discussion/free-text 
answers 
- - 
6 (Doctor believes a patient’s 
leg is not broken) 
Working together for 
patients 
Self-direction versus 
tradition 
- Discussion/free-text 
answers 
- 
8 (Colleague makes 
derogatory comment about 
patient) 
Respect and dignity Universalism versus 
interpersonal 
conformity 
- - Discussion 
12 (Changing records after 
making a mistake) 
Commitment to quality 
of care 
Benevolence versus 
face 
Discussion/free-text 
answers 
Free-text answers Discussion/free-text 
answers 
14 (Student is called out for 
being slow during 
medication rounds) 
Commitment to quality 
of care 
Benevolence versus 
power 
Discussion - Discussion/free-text 
answers 
15 (Patient is distressed 
before operation) 
Compassion Benevolence versus 
face 
- - Free-text answers 
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20 (Patient needs 
medication, but pharmacy is 
closed) 
Improving lives Benevolence versus 
hedonism 
Free-text answers - - 
21 (Team members 
boycotting new protocol) 
Improving lives Self-direction versus 
interpersonal 
conformity 
Free-text answers - - 
23 (Patient uncomfortable 
with bed-bathing) 
Everyone counts Universalism versus 
interpersonal 
conformity 
- Free-text answers - 
25 (Refugees are coming into 
A&E) 
Everyone counts Universalism versus 
interpersonal 
conformity 
- - Free-text answers 
26 (No underwear can be 
found for patient) 
Everyone counts Universalism versus 
interpersonal 
conformity 
Discussion/free text 
answers 
- - 
27 (Patient is ex-convict) Everyone counts Universalism versus 
hedonism 
Discussion/free text 
answers 
Free-text answers - 
28 (Colleague wants to 
discuss patient whilst this 
patient is present) 
Everyone counts Universalism versus 
interpersonal 
conformity 
Free-text answers - - 
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Taking into account the differences in participant numbers per year group (13 first year students, 15 
second year students, nine third year students), first year students appeared to mention more 
individual scenarios (11) than second and third year students (both six). Initially, it was considered 
that this might be because two separate discussion sessions took place with first year students 
(meaning that, although first year students were not the largest participant group, more discussion 
time overall was spent with first year students than with second and third year students). However, 
the same pattern was found regarding the free-text answers. 
Concluding from Table 28, scenarios across all six NHS Constitution values were mentioned to be 
challenging in the discussion sessions and free-text answers. In total, scenarios relating to the NHS 
Constitution values ‘Working together for patients’ and ‘Everyone counts’ were raised most often. 
However, it should be taken into account that (although all six of the NHS Constitution values were 
still represented) there was an imbalance in the numbers of scenarios corresponding to each NHS 
constitution value, after the removal of poorly performing scenarios (see chapter 6.3.8). Six 
scenarios corresponded to, respectively, ‘Working together for patients’, ‘Improving lives’, and 
‘Everyone counts’; five scenarios corresponded to ‘Respect and dignity’; three scenarios 
corresponded to ‘Commitment to quality of care’; and two scenarios corresponded to ‘Compassion’. 
Scenarios relating to the NHS Constitution value ‘Improving lives’ were only mentioned by first year 
students (two scenarios mentioned). Scenarios corresponding to the NHS Constitution values 
‘Respect and Dignity’ and ‘Compassion’ were only mentioned by third year students (one scenario 
mentioned for each). 
Schwartz values that were linked to the NHS Constitution values in the different SJT scenarios were 
self-direction, benevolence, and universalism (see Chapter 6.3.3.5). As can be seen in Table 28, each 
of these Schwartz values was represented amongst the scenarios that students across the year 
groups found challenging. Scenarios that presented interpersonal conformity as a conflicting 
(Schwartz) value appeared to be the most challenging: all eight SJT scenarios that included such a 
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component were mentioned by students in either the discussion session or the free-text answers. 
Scenarios in which tradition, power in the form of resources (personal gain), face, and hedonism 
were conflicting values were raised to a lesser extent. Scenarios with power in the form of 
dominance as a conflicting value were not raised at all. This was the case for all three year groups. 
However, as can be seen in the separate findings sections for each scenario below, the way in which 
students experienced and related to the scenarios and presented conflicts differed per year group.   
 
8.4.2. Considerations for each scenario 
 
Of the 28 scenarios, 16 were raised in the free-text answers and discussion sessions (meaning that 
students indicated that they found these scenarios particularly challenging). A discussion of the 
considerations of students in the different year groups, regarding each of these 16 scenarios, is 
provided below. 
 
8.4.2.1. Scenario 1 
 
Scenario 1 was only mentioned in year one. This scenario related to the NHS Constitution value 
‘Working together for patients’ (in this case: putting patients first, before organisational boundaries; 
being responsible and accountable), and intended to present a conflict between the Schwartz values 
self-direction and interpersonal conformity (towards other staff members).   
 
Figure 8: Scenario 1 
You have been on your hospital placement for several weeks, and you are trying to fit in with your 
colleagues. During a shift, you are in the staff room with a few colleagues. One of the other student 
nurses, Joe, points out that it is time to go check on his patients and leaves the room. After he has left, 
the other team members make fun of him, and say that he is just trying to ‘score points’. You know that 
you and the other staff members should go check on the patients as well. Out of the following options, 
which one would you be most likely to take? 
 
a. You decide to stay in the staff room for a few more minutes, then get up to check on your patients.  
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b. You get up. You walk out of the staff room to go check on your patients.  
 
c. You remain seated in the staff room. You will check on the patients as soon as someone else goes.  
 
d. You mention to the others that you should all go check on the patients, and get up to do so 
yourself.  
 
The dilemma between, on the one hand, wanting to be liked and be part of the team to get a good 
learning experience, and, on the other hand, wanting to prevent being part of a negative culture was 
mentioned.  
“And it is quite a… hard situation, because, as a student, you’re quite vulnerable, really, 
because you need to be part of… the team to learn… but you don’t want to be part of… the 
culture… of… the lack of compassion really […]” – First year student, discussion session 3 
Students agreed that this scenario related to having the confidence and courage to challenge others. 
Some students commented that they would call the staff members out on their behaviour, or 
discontinue associating with them, whereas other students believed it to be important to get along 
with everyone, and prevent communicating in a way that causes offence. It was suggested that this 
scenario might be more difficult for younger students, with less professional experience, than for 
older students. 
“But I can probably imagine if you’re… young, and it’s your first placement… you wouldn’t 
want… just… you think… because people might think ‘well, if I say, actually, you all really 
should be getting up to the ward’, that people will then think ‘for god’s sake, oh she’s going 
to be a right pain’, and… so it would be really difficult… for other people… to do… want to do 
the right thing, but not to… then get all these negative feelings from other people about it.” – 
First year student, discussion session 3 
It was also pointed out that factors such as stress and exhaustion amongst the staff members might 
be mitigating factors in this scenario.  
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8.4.2.2. Scenario 2 
 
Scenario 2 was raised in all three year groups. This scenario also related to the NHS Constitution 
value ‘Working together for patients’ (in this case: speaking up when something is wrong; having the 
courage to challenge; putting patients first, before organisational boundaries), and intended to 
present a conflict between the Schwartz values self-direction and tradition (sticking to the customs 
of the organisational hierarchy).  
 
Figure 9: Scenario 2 
You are on placement in a hospital. You are present when a doctor is tending to a patient’s wound. You 
notice that she is wearing a bracelet, which you know is unhygienic, and could therefore potentially be 
harmful to the patient. This doctor is one of the most senior staff members on the ward. Out of the 
following options, which one would you be most likely to take? 
 
a. You ask the doctor if she should take off her bracelet.  
 
b. You do not raise your worries about the bracelet with the doctor.  
 
c. Afterwards, you discuss the issue with another student, and ask if he/she thinks you should bring 
up the issue. 
  
d. You decide to keep an eye on this doctor. If she keeps her bracelet on the next time as well, you 
will address it with her.  
 
The discourse regarding this scenario amongst the different year groups was compared. First year 
students were mainly concerned with respect for the doctor’s level of experience in comparison to 
their own. They commented that, as such, they believed that the doctor had more knowledge than 
them, that, being inexperienced, they would not know whether it would be appropriate to challenge 
the doctor, or how to approach doing so, and that, being new, they would not want to upset the 
doctor (whom they might not know very well).  
“Yeah, I think it’s just difficult to know, like… where your place is, and when you can… I 
think… when you can say something. You don’t want to upset, like, people on the team and 
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stuff. As well as… especially if you haven’t been there as long as them. I think you feel 
awkward, even though you know something might not be right, that you feel like you can’t… 
speak up sometimes.” – First year student, discussion session 4 
“I would not know how to respond or challenge or ask a colleague in a senior position if they 
were dressed or wearing appropriate uniform for their job. Especially if they were more 
experienced then [sic] me.” – First year student, free text answer 
Nevertheless, it was suggested that, in this scenario, not addressing the issue at all was 
unacceptable, and that it would be good to respond in a way that meant it would be dealt with 
straight away, in order for harm to the patient to be prevented.  
Some considerations present in year two appeared similar to those within the year one. It was, for 
instance, suggested that, in this scenario, it would be important not to come as across as rude 
towards the doctor. However, a difference between year one and year two was that second year 
students, having finished their first clinical practice placements, linked the scenario to their lived 
experience of the hierarchy in hospital environments. Discussing this hierarchy, it was argued that 
challenging the doctor in this scenario might be a pointless exercise, as doctors were not expected to 
listen to, or respect the opinion of a nurse (particularly a student nurse).  
“[…] I find that doctors maybe didn’t mean to, but the majority of them treated me like I was 
just… a pain in the bottom. They didn’t… and I can’t imagine any of them would have 
listened, had I said: oh, I did notice you’re wearing that bracelet’. They probably would have 
just… probably ignored me. They just… I didn’t feel like most of them would… have given me 
the time of day.” – Second year student, discussion session 1 
Another concern that was mentioned in year two was that the doctor in this scenario might file a 
complaint against the student, with the student’s mentor. Second year students suggested that, 
because of these reasons, they would be unlikely to question the doctor directly (although one 
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student mentioned in her free-text answer that the short duration of the placement might be a 
motivation to speak up in this scenario, as well as scenario 6). One student commented that she 
might raise the issue with the infection control team, but the nurse’s, and therefore her own, 
responsibility in the scenario. 
“I might go and raise it with the infection control team. When they… at the hospital I had 
they do come out quite often, and… I’ve heard them say to the nurses before ‘oh, if you see 
doctors with their sleeves down, make sure you tell them to roll them up.’ But it shouldn’t be 
the nurse’s responsibility, even though it is about patient safety… it is the doctor’s 
responsibility for their patients.” – Second year student, discussion session 1 
In year three, it was suggested that it would be ‘scary’ to challenge the doctor, because of the 
doctor’s potential response. It was believed that confronting the doctor in front of the patient could 
cause the doctor to ‘have it in for you’ from that point onwards. Contrary to first and second year 
students, third year students suggested that they might be more likely to challenge some, rather 
than other doctors. It was believed that doctors with whom a good rapport had been established 
would be easier to challenge, as well as younger doctors. Furthermore, it was argued that personal 
factors of the student, such as personality, confidence, and previous experience would influence 
their ability to challenge. However, it was suggested that the vulnerable status as a student within 
the professional team complicated the situation. 
“And I think, as students, we are far more vulnerable… than we are as a colleague in a team. 
Because you’re always going to have your allies, aren’t you? Whereas, if you’re a student, 
you really might be totally on your own.” – Third year student, discussion session 2 
A major concern for third year students was that speaking up in this – or a similar – scenario would 
negatively affect their placement mark.  
 
 
184 
 
“And just going back a bit as well… whenever you’re in a situation where you could 
challenge… in that respect when you’re… as a student, like J. was saying, it’s hard. Especially 
when you know you’re being marked. And you think if you kick up a stink, like… you hear 
stories all the time of… students getting poor marks when they kick up a stink, and you 
always think… ‘oh, should I… Is it worth the… grief and the hassle, and the getting marked 
down and… it should be worth it, because it’s patient care and it’s… affecting your job and 
things, but that is in the back of your mind, like ‘oh…’” – Third year student, discussion 
session 2 
Third year students, unlike first and second year students, mentioned the prevalence of negative 
stories on the ward, about previous students who had made a decision to challenge. They felt like 
they did not want to be like the people in these stories. 
“I don’t want to be… I don’t want to be portrayed as that.” – Third year student, discussion 
session 2 
Regardless of the aforementioned complications, it was indicated that completely ignoring the 
situation with the bracelet would be unacceptable. 
 
Across all year groups, it was suggested that, in this scenario, an alternative option would be to 
address the issue with one’s mentor or a senior member of the nursing staff. However, where first 
and second year students stated that they would ask for advice, third year students commented that 
they would hand over the issue to the mentor or senior colleague, and have them approach the 
doctor instead.  
 
 
 
 
 
185 
 
8.4.2.3. Scenario 3 
 
Scenario 3 was raised in both the first and second year groups, and related to the NHS Constitution 
value ‘Working together for patients’ (in this case: putting patients first, before organisational 
boundaries; having the courage to challenge; speaking up when something is wrong) as well. It 
intended to present a conflict between the Schwartz values benevolence (towards the patients) and 
power (a focus on personal gain and getting ahead).  
 
Figure 10: Scenario 3 
You are on placement in a hospital. You notice that your mentor is giving injections in a manner that is 
rough, and seems to hurt the patients. You would like to address this with her during your weekly 
meeting. You know that your mentor will soon need to fill in your placement assessment. Out of the 
following options, which one would you be most likely to take? 
 
a. You bring up the issue indirectly, asking your mentor why patients seem afraid of being given their 
injections. 
  
b. You ask your mentor if her injection technique might be too rough.  
 
c. You wait until your mentor has filled in your placement assessment. After this, you ask her if her 
injection technique might be too rough.  
 
d. You do not say anything to your mentor about her injection technique.  
  
In the first year group, it was suggested that the scenario was challenging because the perceived 
ideal response of speaking to the nurse in charge was not present amongst the options. First year 
students believed that, in this scenario, it would be unacceptable to not be compassionate. As such, 
it was pointed out that one should show compassion towards the mentor, as she may not be aware 
of her own roughness when administering injections to patients.   
“There’s no mention, I don’t think, of compassion with the nurse… It’s just, they are doing it, 
they may not be aware of how rough they are being.” – First year student, discussion 
session 3 
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Where first year students did not address the notion of the upcoming placement assessment 
deliberately included in the scenario text, this appeared to be the main consideration for second 
year students, who were afraid that addressing the situation with the mentor might negatively affect 
their placement mark.  
“When we’re being signed off, we don’t want to feel like we’re being… judged, and that it’s 
affected our whole placement. So, I think, sometimes, you know, you don’t want to 
necessarily pipe down, but, at the same time, if you’ve given… your all for the last seven 
weeks, and on that one… you know, it could have been your very last day at placement, that 
you’ve picked up on something, you’re like: ‘oh god, I don’t want to say something and… it 
affect all the work that I’ve put in for the last seven weeks and then mark me down… low, 
because I’ve given an opinion that they didn’t like.’” – Second year student, discussion 
session 1 
Second year students commented that, if the situation was very detrimental to patients, they would 
try to bypass the mentor and, like the first year students, speak to the nurse in charge, or someone 
higher in authority.  
“I mean, obviously, if it was really detrimental, obviously, to the patient, I think I would… 
bring it up maybe to… you know, maybe the ward sister, not necessarily my mentor, if it was 
directly linked with my mentor that… I’d seen something that she had done, and she was 
going to be the one signing me off […]” – Second year student, discussion session 1 
“[…] it’s definitely, you don’t want to be… to get a bad result… after you reported something 
about the mentor. Whilst you got a relationship with the one who’s going to give you your 
grade. So that you’re putting yourself in a fix, so it’s better for to you find someone, maybe 
higher in authority and then report to her… than you telling the mentor directly.” – Second 
year student, discussion session 1 
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One second year student suggested that one’s student status would be an advantage in this 
scenario, pointing out that students have the option to ‘step away’ from the situation. She stated 
that, should she do so, she would expect someone to approach her about this afterwards, and that 
she would be respected for her decision. 
 
8.4.2.4. Scenario 5 
 
Scenario 5 was only mentioned in the first year group. This was another scenario relating to the NHS 
Constitution value ‘Working together for patients’ (in this case: putting patients first; taking 
responsibility; showing courage to speak up, challenge, and escalate) and intended to present a 
conflict between the Schwartz values self-direction and interpersonal conformity.   
 
Figure 11: Scenario 5 
You are on placement in a hospital. It is a very busy evening on the ward, and certain patients keep 
buzzing their alarms. One of the registered nurses disconnects some of the patients’ alarms, and tells you 
to do the same. This is a very experienced nurse, and you look up to her. Out of the following options, 
which one would you be most likely to take? 
 
a. You follow the nurse’s example, and disconnect the patients’ alarms.  
 
b. You decide not to disconnect the alarms, and tell the nurse that you do not feel comfortable 
disconnecting the alarms.  
 
c. You decide not to disconnect the alarms, and explain to the nurse why you believe disconnecting 
the alarms is not the right course of action.  
 
d. You do not say anything to the nurse, but you do not disconnect any of the patients’ alarms.  
 
This scenario was raised by one first year student, who indicated to have found the scenario 
challenging because the response she would have given was not present amongst the alternatives. 
She commented that, in this situation, she would expect to have a relationship with the other nurse, 
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tell this nurse that disconnecting alarms is unacceptable, plug the disconnected (by the other nurse) 
alarm back in, and spend time with the patient.  
“So, I probably, if it was someone I respected, I would think I would have brought… been able 
to have had a relationship with them, and then the confidence to say: ‘look, I’m going to plug 
this call-bell back in. I think this patient keeps ringing it because they’re bored, I’ll sit with 
them for a little bit… have a chat, you know… we… this is something we cannot do, so, I’m 
not happy to be here while you’re doing this, so I’m just going to plug it back in, and… but I 
will go and speak to the patient.’” – First year student, discussion session 3 
Another first year student mentioned scenario 5 in her free-text answer, but stated that her reason 
for finding the scenario challenging was that it concerned ‘racial judgement’. It was therefore 
assumed that this student intended to write down a different scenario number.  
 
8.4.2.5. Scenario 6 
 
Scenario 6 was only raised in the second year group. This was the final scenario mentioned that 
related to the NHS Constitution value ‘Working together for patients’ (in this case: putting the 
patient first, before organisational boundaries; taking ownership and accountability). It intended to 
present a conflict between the Schwartz values self-direction and tradition (sticking to the customs 
of the organisational hierarchy).   
Figure 12: Scenario 6 
You are on placement at the A&E department of a hospital. A teenage boy comes in after a football 
match. You think that his leg may be fractured. You ring the doctor to come and have a look. However, 
the doctor is busy. Based on the information that you have provided, he does not think that the boy’s leg 
is fractured. However, you are still not sure. Out of the following options, which one would you be most 
likely to take? 
 
a. You ask the doctor to come and have a look anyway.  
 
b. You ask another member of the nursing staff to check on the boy’s leg again.  
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c. You ring another doctor, to provide a second opinion over the phone.  
 
d. You accept the doctor’s opinion.  
 
Second year students perceived scenario 6 to be similar to scenario 2, as it involved questioning a 
doctor. It was believed that one should handle in the patient’s best interest. As such, students 
agreed that the doctor’s opinion should not be accepted without further investigation, as, not having 
examined the patient in person, he could be mistaken about the situation.  
“And if the doctor’s just said: ‘oh no, I don’t think it is… just leave it’, I think for our… peace of 
mind, because we’re the ones left with the patient, once the doctor’s gone, I think you have 
to try and do everything you can to get the best for that patient.” – Second year student, 
discussion session 1 
However, as with scenario 2, it was suggested that questioning the doctor directly would be difficult. 
Again, the scenario was linked to experiences in clinical practice, in this case regarding the attitudes 
of doctors towards (student) nurses. As such, it was believed that addressing the issue with a more 
senior member of the nursing staff would be the best option.   
“I just find them [doctors] so unapproachable. So, I would rather go and speak to a different 
member of staff, I think. Yeah, and let them… a more senior member than me, and let them 
broach it with the doctor, because… I just don’t feel like they pay any attention… to nurses. 
Let alone student nurses.” – Second year student, discussion session 1 
 
8.4.2.6. Scenario 8 
 
Scenario 8 was only mentioned by third year students. This scenario related to the NHS Constitution 
value ‘Respect and dignity’ (in this case: respect towards the patient; use of appropriate language; 
not treating patients as inferior, or in a disrespectful way) and intended to present a conflict 
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between the Schwartz values universalism (showing concern for a vulnerable patient) and 
interpersonal conformity (towards a colleague).   
 
Figure 13: Scenario 8 
You are on placement in a hospital. You are observing an operation. A patient who suffers from severe 
obesity is under general anaesthesia and cannot hear you. Josie, one of the other nursing students 
present laughs and says: ‘Look at him. It’s going to take them ages to get through all that body fat’. Out of 
the following options, which one would you be most likely to take? 
 
a. You laugh along with Josie for a bit.  
 
b. You don’t laugh along with Josie, but you don’t say anything.  
 
c. You tell Josie that you do not think it is appropriate to laugh at a patient.  
 
d. You smile at Josie, then point out that the both of you are being inappropriate.  
 
The third year student who initiated the discussion regarding scenario 8 indicated that she had 
experienced a similar scenario in clinical practice. However, where the scenario text was about 
another student making an inappropriate comment, this third year student related it to her personal 
experience of surgeons making inappropriate comments. 
“Surgeons making jokes, and I’m kind of like: ‘ha ha, that’s… inappropriate’. And I just… I 
laughed along, I’m going to be honest. I didn’t, at any point, say ‘this is inappropriate, guys’, 
like ‘you shouldn’t talk about patients that way’. I just, kind of laughed along, because when 
you’re in a room full of people that are joking about something, it’s really intimidating.” – 
Third year student, discussion session 2 
Other students also indicated that they had been in situations where surgeons acted in an 
unprofessional manner. In these situations, most students did not feel like they could speak up, 
because of their own outsider position, and the surgeon’s place in the organisational hierarchy. 
“Because you’re the outsider, and you’ve gone in, and this is what they do, and that’s their 
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culture.” – Third year student, discussion session 2 
“You as a student against everyone else.” – Third year student, discussion session 2 
              “They’re [surgeons] way above you, aren’t they?” – Third year student, discussion session 2 
 
Upon being reminded that, in this scenario, it was another student rather than a surgeon making an 
inappropriate comment, some third year students indicated that, in this case, they would have a 
different response (i.e. challenge or report the other student), whereas others believed they would 
respond in the same way as they would with a surgeon. One student argued that prejudice against 
an unconscious patient would cause her to feel so angry that she might speak up regardless of who 
was involved. Factors such as the age and level of experience of the other student, relative to one’s 
own, were also believed to influence one’s response to the scenario.  
“I think it comes with some of the… if I was a first year, answering the question, I’d answer it 
differently now, as a third year. So, if I was a third year… and it was like the first or second 
year… as in, yeah… if they’re going to be first or second year, and they were laughing… I’d 
kind of feel a bit of responsibility, as a third year, to say ‘look, you need to be a bit careful’. 
Whereas, if I was talking to… a higher student… it’s going to be a bit different.” – Third year 
student, discussion session 2 
 
8.4.2.7. Scenario 12 
 
Scenario 12 was raised in all three year groups. This scenario related to the NHS Constitution value 
‘Commitment to quality of care’ (in this case: providing safe care; taking personal responsibility for 
one’s actions; using a mistake as a learning opportunity; not taking short cuts) and intended to 
present a conflict between the Schwartz values benevolence (being dependable) and face (the 
anticipated embarrassment of to owning up to one’s own mistake). 
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Figure 14: Scenario 12 
You are on placement in a hospital. A policy in this hospital is to double-check all the patients’ 
medication. However, you forgot to do this. When you point this out to one of the registered nurses, she 
tells you that it is no problem, and that no-one else has to know, as long as you just change the records to 
show that you did double-check the medication. Out of the following options, which one would you be 
most likely to take? 
 
a. You change the records, so that they show that you double-checked the medication.  
 
b. You do not change the records, and do not tell anyone else about your mistake, in the hope no 
one will notice.  
 
c. You go to the person in charge of the ward, and mention that you forgot to double-check the 
patients’ medication. You report the registered nurse.  
 
d. You change the records this one time, and promise yourself to never make such a mistake again.  
 
The considerations of students in different years regarding this scenario were compared. Although 
both a first and a second year student, in their free-text answers, indicated that it would be tempting 
to go along with the suggestion of the (more senior) registered nurse, the main reason for finding 
the scenario challenging, across the years, was that there was no option to own up to one’s own 
mistake, without also reporting the registered nurse. First year students were concerned with 
making a good start on their placement, and commented that, as such, it would not be good to ‘tell 
tales’ or ‘snitch’ on a senior colleague. 
“I wouldn’t want the nurse… if I did tell, like, tell someone else the nurse had told me to do 
something wrong, I wouldn’t want her to think, or tell other people that I was, like, a snitch, 
or like… going around reporting every little thing that happened… I wouldn’t want to have, 
like, that sort of reputation with myself. And I think, especially on like… when you’ve just 
started a placement, that’d be really difficult.” – First year student, discussion session 4 
It was pointed out that one would end up feeling guilty for reporting the registered nurse, as well as 
for not reporting her. As an alternative response, it was suggested that one could report one’s own 
mistake to the nurse in charge, but discuss the matter in relation to the registered nurse with one’s 
own mentor instead. 
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Second year students only mentioned scenario 12 in the free-text answers. It was not raised in the 
discussion session. Students commented that they would find it difficult to report the registered 
nurse, but did not elaborate on this. 
 
Almost all third year students were adamant that they would confess to their own mistake, but that 
they would not report the registered nurse at all (not to the nurse in charge and not – as suggested 
in the first year group – to one’s own mentor either, although one student came up to me after the 
discussion session, to explain that she did not agree with the other students and would have 
reported the nurse). 
 
Third year students provided different reasons to first year students, when it came to their 
reluctance to report the registered nurse in this scenario. A main consideration was that they saw 
the nurse as an ally, who was trying to help and console them in a negative situation.  
“… I would not report the registered nurse for trying to console me & [sic] telling me to 
change the documentation.” – Third year student, free-text answer 
“You appreciate that she was… perhaps trying to look out for you, in getting you to do that, 
but you should both be aware of your responsibilities when administering… so you’re not 
putting it back on the nurse, because she, I think, was trying to sort of save your… bacon.” – 
Third year student, discussion session 2 
“She’s only trying to help you… really… wasn’t she?” – Third year student, discussion session 
2 
 
Although it was argued that it would be helpful to use the situation presented in scenario 12 as an 
opportunity for reflection and learning, third year students also expressed concerns about the 
possibility of the registered nurse marking them down in reprisal for reporting her. 
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“… and then you just feel like, if that’s the nurse you work with all the time, she’s probably 
going to mark you down. Because she’s going to look at you, like, ‘what the heck? I tried to 
help you and then… you…’” – Third year student, discussion session 2 
Third year students indicated that the fear of being marked down was always present in the back of 
their minds. Some students stated that this had been a reality on their placement. 
   “… I have spoken up about something before, and then my mentor has marked me down.” 
– Third year student, discussion session 2 
It was suggested that nurses feel threatened by knowledgeable students.  
 
8.4.2.8.  Scenario 14 
 
Scenario 14 was raised by both first and third year students. This scenario also related to the NHS 
Constitution value ‘Commitment to quality of care’ (in this case: providing safe care; not accepting 
poor practice; taking initiative; not taking short cuts) and intended to present a conflict between the 
Schwartz values benevolence (being dependable) and power (personal gain, getting ahead). 
Figure 15: Scenario 14 
You are on placement in a hospital. Your mentor has pointed out to you that the other student nurses on 
the ward appear to take less time when assisting with the medication rounds. You do not think the other 
students are being very thorough, and you are sure that, if you speed up, you would be compromising on 
safety. Your placement assessment is coming up. Out of the following options, which one would you be 
most likely to take? 
 
a. You try to speed up a bit when assisting with the medication rounds, but try to make sure the 
medication is still distributed safely.  
 
b. You continue to take as long as you believe is necessary to safely distribute the medication.  
 
c. You observe the other student nurses while they are assisting with the medication rounds, and 
imitate what they are doing.  
 
d. You speed up your medication rounds when your mentor is around, but prioritise safety 
otherwise.  
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Both first and third year students pointed out that, in this scenario, safety was an important 
consideration, and that the mentor’s comment would negatively affect the student’s confidence and 
learning. In the first year group, some disbelief was expressed regarding the scenario. 
“[…] it’s important to […] the safety […] you know, distribute the medication, like… so… I 
think that didn’t make really sense.” – First year student, discussion session 4 
It was suggested that explaining one’s inexperience to the mentor might resolve the situation.  
“Is it, like, you can explain the mentor, or the… nurse that we are just a student nurse, and 
that we haven’t been trained a lot […] … then they might, like, say: ‘okay, you can take your 
time, and then… you can speed up in future.’” – First year student, discussion session 4 
However, third year students, who explained that they had experience with similar situations in 
clinical practice, painted a more negative picture of mentors’ responses to students being ‘slow’. 
“I’m dyslexic, and that it takes me a while to read the drug charts. The mentor… and in the 
end, she told me to go off and do something else, because I’ve been too slow.” – Third year 
student, discussion session 2 
It was suggested that mentors could be ‘on a student’s case’ for being too slow. Nevertheless, third 
year students believed that it was important to be accountable for one’s own safe practice, and that 
one should take sufficient time whilst still learning.  
“And there’s… a couple of times where… one person specifically, she was really on my case, 
and… when I was… when it was coming up to the drug round, I was feeling anxious, because I 
thought ‘I’ve got… well, I got to do this quicker’. And a couple of times I just said to her, you 
know ‘no, I’m not doing that.’” – Third year student, discussion session 2 
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“… and that you think ‘I’m going to do it, what I’m comfortable with. I’m going to be 
accountable for my own safe practice, and if it takes me this long… it takes me this long. I’m 
going to take as long as it takes’” – Third year student, discussion session 2 
 
8.4.2.9. Scenario 15 
 
Scenario 15 was only mentioned by one third year student, as a free-text answer. This scenario 
related to the NHS Constitution value ‘Compassion’ (in this case: responding with kindness to the 
patient’s distress; finding the time for the patient; people focused rather than task focused 
behaviour) and intended to present a conflict between the Schwartz values benevolence (towards 
the patient) and face (the possibility of being seen in a negative way by the doctor). 
 
Figure 16: Scenario 15 
You are on placement in a hospital. You are setting up the equipment for an operating procedure. The 
doctor is waiting. You know that this doctor has a negative attitude towards nurses, and has previously 
complained about nurses being slow and incompetent. However, you notice that the patient has a 
distressed look on her face. Out of the following options, which one would you be most likely to take? 
 
a. You continue to set up the operating equipment without talking to the patient.  
 
b. While continuing to set up the operating equipment, you ask the patient if she is feeling okay.  
 
c. You pause setting up the equipment and ask the patient how she is feeling.  
 
d. While setting up the equipment, you tell the patient that this is quite an easy procedure, and that 
there is no reason to worry.  
 
The student who wrote down this scenario as her free-text answer explained that she found it 
challenging because she would want to pause setting up the equipment to give the patient full 
attention, but was aware of the practical constraints in this situation.  
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8.4.2.10. Scenario 20 
 
Scenario 20 was only mentioned by one first year student (again, as a free-text answer). This 
scenario related to the NHS Constitution value ‘Improving lives’ (in this case: improving the patient’s 
wellbeing; doing more than just the bare minimum; showing proactive rather than reactive 
behaviour) and intended to present a conflict between the Schwartz values benevolence (towards 
the patient) and hedonism (choosing to sit back and not make the effort, as it is a hassle to do so). 
 
Figure 17: Scenario 20 
You are on placement in a hospital. A patient, Mrs Khan, is admitted late at night, because she has a 
fractured shoulder. In addition to this, Mrs Khan has a chronic condition, for which she requires 
medication. She is soon due her next dose. However, the drug she usually takes is not readily available at 
the moment, and the hospital pharmacy does not open until 8am. There will be no severe consequences 
if Mrs Khan does not take the drug on time, but she may experience some unpleasant withdrawal effects. 
Out of the following options, which one would you be most likely to take? 
 
a. You decide to order the drug from the hospital pharmacy in the morning.  
 
b. You make sure to check all possible alternative options, in order to get the drug earlier.  
 
c. You decide to order the drug from the hospital pharmacy in the morning, and discuss with the 
doctor whether anything can be done to minimise the withdrawal effects in the meantime. 
 
d. You decide to order the drug from the pharmacy in the morning, and decide to check on Mrs Khan 
a bit more frequently, to ensure that she’s okay during the night.  
 
The student who mentioned this scenario commented that multiple responses were still caring, and 
that the severity of the withdrawal effects was unclear. 
 
8.4.2.11. Scenario 21 
 
Scenario 21 was another scenario that was only mentioned in the first year group. This scenario also 
related to the NHS Constitution value ‘Improving lives’ (in this case: embracing innovation and 
change; not showing resistance to change or improvements; seeking new ideas and ways of working) 
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and intended to present a conflict between the Schwartz values self-direction and interpersonal 
conformity (towards team members). 
 
Figure 18: Scenario 21 
You are on placement in a hospital. A new protocol for the safer distribution of medication has been 
presented by your manager. The other nurses are complaining that this will take them longer, and want 
to boycott the new protocol. However, you see the benefits of the new protocol. Out of the following 
options, which one would you be most likely to take? 
 
a. You point out the benefits of the new protocol to the team.  
 
b. You do not say anything about the new protocol. 
 
c. You point out the advantages of the new protocol to some of the team members that you are 
close to.  
 
d. You boycott the new protocol along with the other nurses.  
 
The two first year students who mentioned this scenario in their free-text answers found it 
challenging due to the dilemma between the importance of being liked by the team to get a good 
learning experience and not wanting to be part of a negative culture, as well as the difficulty of 
speaking up against people that are qualified and more experienced. 
“[…] it is uncomfortable to have to speak about something when they are qualified and have 
more experience than you.” – First year student, free-text answer 
 
8.4.2.12. Scenario 23 
 
Scenario 23 was only mentioned by one student in the second year group, as a free-text answer. This 
scenario related to the NHS Constitution value ‘Everyone counts’ (in this case: taking time to 
understand the patient; encouraging the patient to have a voice; patient-centred care) and intended 
to present a conflict between the Schwartz values universalism (showing concern for a vulnerable 
patient) and interpersonal conformity (towards the mentor). 
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Figure 19: Scenario 23 
You are on placement in a hospital. A patient, Mr Osman, has had a stroke and has trouble 
communicating clearly. When you are bed-bathing Mr Osman, his body language indicates that he is 
feeling uncomfortable. It looks like he wants to say something. Your mentor, who is watching you, is 
encouraging you to continue. She has previously told you that good nurses need to be practical and 
efficient. Out of the following options, which one would you be most likely to take? 
 
a. You continue bed-bathing Mr Osman.  
 
b. You continue bed-bathing Mr Osman, but try to be a bit gentler.  
 
c. You stop bed-bathing Mr Osman, and try to find out why he is feeling uncomfortable.  
 
d. You reassure Mr Osman that it will only take a minute until you are done.  
 
The student who mentioned this scenario, however, did not indicate why she perceived this scenario 
to be challenging. 
 
8.4.2.13. Scenario 25 
 
Scenario 25 was mentioned by one third year student, as a free-text answer. This scenario also 
related to the NHS Constitution value ‘Everyone counts’ (in this case: making sure that the patient is 
not discriminated against or left behind; appreciation that everyone counts, regardless of 
background; being accountable) and intended to present a conflict between the Schwartz values 
universalism (concern towards a vulnerable patient) and interpersonal conformity (towards the 
registered nurse). 
 
Figure 20: Scenario 25 
You are on placement at the A&E department of a hospital. A mother brings in her three year old son. She 
says that he has vomited and that she is concerned. The registered nurse you are working with says that 
this mother has been in before, and that the son is fine. As the mother and son are refugees, she believes 
that they are ‘playing sick’ in order to avoid being sent back to their country of origin. Out of the following 
options, which one would you be most likely to take? 
 
a. You explain to the registered nurse that there is a duty of care, and that it is therefore important 
to take every patient seriously.  
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b. You tell the registered nurse that she might be right, but that there is still a duty of care.  
 
c. You explain to the nurse that there is a duty of care, that her comment appears to be based on 
prejudice, and that it is important to take every patient seriously.  
 
d. You do not say anything to the registered nurse.  
 
The student who wrote down this scenario indicated that it related to a moral dilemma, and that no 
response option fitted exactly with what she would do in this situation. She did not indicate why this 
was the case. 
 
8.4.2.14. Scenario 26 
 
Scenario 26 was only mentioned in the first year group. This scenario related to the NHS Constitution 
value ‘Everyone counts’ (in this case: making sure that the patient is not left behind; appreciation 
that everyone counts, regardless of age and health status; patient-centred care) as well, and, again, 
intended to present a conflict between the Schwartz values universalism (concern for a vulnerable 
patient) and interpersonal conformity (towards the mentor).     
 
Figure 21: Scenario 26 
You are on placement in a hospital. You are helping Mrs Jones, an elderly patient who has dementia, get 
dressed. However, you cannot find any underwear for Mrs Jones, and she does not know where it is 
either. Your mentor has told you to hurry up. You know that Mrs Jones is probably just going to stay in 
bed. Out of the following options, which one would you be most likely to take? 
 
a. You leave Mrs Jones without underwear for the day.  
 
b. You try to find a pair of underwear for Mrs Jones, elsewhere on the ward.  
 
c. You leave Mrs Jones without underwear for now, but promise to come back as soon as you can.  
 
d. You leave Mrs Jones without underwear, and ask her if she can ring a family member to bring 
some.  
 
The first year student who initiated the discussion about this scenario commented that she found it 
challenging because the response that she would have wanted to give was not included amongst the 
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options. This student indicated that she would have, instead, taken the time to search with the 
patient for her underwear. Her considerations related to patient dignity, pointing out that it would 
be important for the patient to wear something that was her own.  
“And… not many people walk around without underwear. It’s, you know, it’s one of the first 
things you put on in the morning, you know… makes you feel a bit… and, you know, I just 
thought it’d be… really good to have a thorough look for her things… because it’s her… what 
she’s comfortable in, and it’s… familiar to her.” – First year student, discussion session 3 
The option of looking for another pair of underwear, elsewhere on the ward, was understood by 
some students as looking through other people’s belongings. Asking the patient to ring her family 
was not seen as a good option, because the patient might forget, or not be able to reach the family.  
 
 
8.4.2.15. Scenario 27 
 
Scenario 27 was mentioned in both the first and the second year group. This scenario, again, related 
to the NHS Constitution value ‘Everyone counts’ (in this case: making sure that the patient is not 
discriminated against; appreciation that everyone counts, regardless of background) and intended to 
present a conflict between the Schwartz values universalism (tolerance towards the patient) and 
hedonism (choosing not to engage with the patient, because this feels unpleasant). 
 
Figure 22: Scenario 27 
You are on placement in a hospital. A patient, Mr Ericsson, is admitted to your ward. You know that Mr 
Ericsson has previously been in prison for a violent crime, and, although his current behaviour is gentle, 
you feel uncomfortable around him. Mr Ericsson needs help washing himself. Out of the following options, 
which one would you be most likely to take? 
 
a. You help Mr Ericsson wash himself, and strike up a friendly conversation with him.  
 
b. You help Mr Ericsson wash himself, but do not engage in conversation with him.  
 
c. You wait until someone else offers to help Mr Ericsson wash himself.  
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d. You help Mr Ericsson wash himself, but keep the conversation to a minimum.  
 
The one second year student who mentioned this scenario in her free-text answer did not explain 
why she found it challenging. Amongst first year students, however, a discussion took place 
regarding this scenario. It was suggested that the scenario was challenging because one would not 
personally choose to interact with a person like Mr Ericsson (the patient in the scenario), but 
acknowledged that one would have to do so as part of one’s job as a nurse. 
“Because, well, you wouldn’t want… to talk, have a… nice conversation with someone like 
that. But… you do, because… it’s like… look after people who are drug addicts, or alcoholics. I 
don’t want, or choose, outside of the hospital, to converse with them, but, in my job, I do. 
And I treat them… I look after them as I do everyone else.” – First year student, discussion 
session 3 
It was suggested that, in this scenario, it would be unacceptable to have no or minimal conversation 
with the patient, and that it would be important to be non-judgemental and treat the patient with 
humanity and dignity. 
“I mean, you don’t necessarily have to be the friendliest person… in the world, it may… but, 
you know, you need to speak to this person like they’re human, and actually make 
conversation, and make them feel… you know, and promote their dignity, and… things, so…”  
– First year student, discussion session 3 
“It’s important to remember that you’re not paid to judge other people… You don’t know 
their circumstances, and, if you do know their circumstances, it’s confidential. But… you 
know, they may be wrongly convicted, there are an awful lot of things that you don’t know 
about their past… but you’re there to do a job, essentially…” – First year student, discussion 
session 3 
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Another consideration that first year students had regarding this scenario was their own safety. It 
was suggested that this would be another reason to treat the patient kindly. 
“So, wouldn’t that be one of the reasons you would be chatty and nice, and… because you 
want to keep him calm… and… in a good mood… and not… flare up… and he… actually hurt 
you.” – First year student, discussion session 3 
First year students agreed that it would be a good idea not to go into the situation alone. A 
possibility that was mentioned was to ask another colleague to stay within earshot, so that they 
could intervene if things would not go according to plan, or safety would be compromised. 
 
8.4.2.16. Scenario 28 
 
Scenario 28 was mentioned by one first year student, as a free-text answer. This scenario was the 
final scenario relating to the NHS Constitution value ‘Everyone counts’ (in this case: appreciation 
that everyone counts, regardless of age and health status; making sure that the patient is not left 
behind; patient-centred care) and intended to present a conflict between the Schwartz values 
universalism (concern for a vulnerable patient) and interpersonal conformity (towards a colleague). 
 
Figure 23: Scenario 28 
You are on placement in a residential setting. Eve, a fellow nursing student, asks you a question about the 
treatment of Mrs Ewing, who has severe dementia. Mrs Ewing is within hearing distance, and notices that 
Eve is talking about her. Mrs Ewing may not understand what is being said about her, and, if she does, 
she may forget it soon. Out of the following options, which one would you be most likely to take? 
 
a. You tell Eve that Mrs Ewing can probably hear you, and ask her to stop talking.  
 
b. You ask Eve to lower her voice, as Mrs Ewing can probably hear you.  
 
c. You answer Eve’s question about Mrs Ewing’s treatment.  
 
d. You ask Eve to stop talking, and point out that discussions about patients should not take place 
when they are within hearing distance.  
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The student who wrote down this scenario found it challenging as she believed that the treatment 
should perhaps be discussed with the patient herself as well.  
 
8.4.3. NHS Constitution values and other factors 
 
After receiving an explanation that the SJT scenarios and response options were based on the NHS 
Constitution values, students were asked which other aspects would be important to take into 
account in these or similar scenarios. Across the three year groups, the Nursing and Midwifery 
Council code (NMC, 2015) and principles of ethics (Beauchamp & Childress, 2009) were mentioned 
(although, in some cases, students needed some prompting to remember what these principles 
were). Communication and the duty of candour were mentioned by first year students. Patient 
safety and the duty of care were mentioned by third year students. First year students referred to 
further professional standards (e.g. ’the 6 Cs’ (Department of Health & NHS Commissioning Board, 
2012) and ‘the HCPC standards’ (Health & Care Professionals Council, 2016), whereas third year 
students named more general factors such as ‘accountability’, ‘risk assessment’, ‘the consequences 
of doing one thing over another’, and ‘how you will be marked by your mentor’. 
 
8.4.4. Extracting themes from free-text answers and discussion sessions 
 
8.4.4.1. Overview of themes per year group 
 
As explained in chapter 7.6, the next step in the qualitative analysis was to extract and compare 
themes for each year group. The aim was to examine similarities and differences regarding the 
nature of considerations in relation to the SJT scenarios of students in the different year groups. 
Figure 24 provides an overview of the themes found per year group.  
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Figure 24: Themes per year group 
 
 
8.4.4.2. Idealism 
 
A theme that was identified amongst first year students was idealism. Considering the different 
scenarios, first year students, more so than second and third year students, appeared to discuss 
aspects such as being non-judgemental, patient dignity, compassion, patient-centeredness, and 
holistic care. Across the three year groups, there were scenarios that students found challenging 
because the response they would have wanted to provide was not included in the options. However, 
amongst first year students, a pattern became evident that was not present amongst second or third 
year students: first year students’ considerations in relation to several scenarios showed that the 
option they would have wanted to take was more idealistic than any of the four response 
alternatives provided. Some examples can be seen below. 
“… what I would have wanted to do was say that that wasn’t very appropriate… you know, 
he’s just doing his job… you know, that’s what I would have wanted to say… to them.” – First 
year student, discussion session 3, discussing scenario 1 
Year 1 themes:
•Idealism
•Insecurity regarding 
challenging others due to 
inexperience
•Hierarchy depends on 
experience
•Fitting in and being liked by 
the team
Year 2 themes:
•Hierarchy and disrespect
•Communicating within one's 
own professional group
•Fear of repercussions
Year 3 themes:
•Hierarchy is influenced by 
personal factors
•Communicating within one's 
own professional group
•Feeling alone and in need of 
'allies'
•Negative attitudes of nurses 
towards students
•Fear of repercussions
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“I would plug the bell back in and say to the nurse she/he is probably bored. I will go and 
chat to them to reassure them but we cannot [sic] have pts [sic] without bells.” – First year 
student, free-text answer relating to scenario 5 
“… so what I would have done in that situation was… trying to take the time to thoroughly 
look with her… for her underwear… so that she could be wearing something that was hers.” – 
First year student, discussion session 3, discussing scenario 26 
 
8.4.4.3. Organisational hierarchy 
 
The slightly overlapping first year themes ‘Insecurity to challenge others due to inexperience’ and 
‘Hierarchy depends on experience’, as well as the second year theme ‘Hierarchy and disrespect’ and 
the third year theme ‘Hierarchy is influenced by personal factors’ all related to students’ perceptions 
of organisational hierarchy, discussed in the context of the SJT scenarios. First year students 
appeared to be insecure with regard to challenging other staff members in relation to suboptimal 
practice. They commented that these other staff members would have more knowledge, experience 
and authority than they did, and, as such, were unsure whether or not it was acceptable to 
challenge, or how to approach this. First year students’ perceptions of the organisational hierarchy 
were implicit, and tended to be focused on the level of experience and knowledge of different staff 
members, rather than their professional status per se. 
“… you see someone being more experienced than you… and, obviously, being a student, you 
kind of… you want to learn from them, but then if you definitely feel like something’s not 
right, it is sometimes hard to… say to them… like, you think ‘can I question what they’re 
doing?’” – First year student, discussion session 3 
Second year students, however, expressed a more explicit awareness of the organisational 
hierarchy. Their perceptions of this hierarchy were influenced by experiences on their placements. It 
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was suggested that nurses, and student nurses in particular, were ignored and disrespected by 
doctors.  
 
“I think, on the ward, unless you’re the nurse in charge, in my experience, on a doctor’s 
round, they completely ignore you anyway. If you were with a doctor in that situation… 
they’d be like: ‘who are you?’” – Second year student, discussion session 2 
“In my experience nurses, and in particular student nurses, are not taken seriously by many 
doctors. I have often felt stupid and would find it difficult to approach some doctors.” – 
Second year student, free-text answer 
 
Although hierarchy issues experienced by second year students seemed to be focused 
predominantly on approaching and speaking out against doctors, students also mentioned such 
issues in relation to challenging registered nurses.  
“I found the scenarios harder when they involved standing up to a registered nurse. As a 
student, it can be daunting to vocalise your opinion in a busy situation, some nurses don’t 
have the time for questions and as a student I don’t want to appear rude if I want to 
challenge something.” – Second year student, free-text answer 
Third year students’ perceptions of organisational hierarchy and the ability to challenge doctors 
appeared to be influenced not only by the doctor’s experience and professional status, but also by 
other factors, such as the age of the doctor, one’s rapport with the doctor and one’s own personality 
and confidence. Third year students also discussed the concept of organisational hierarchy with 
regard to their own senior position in relation to students who were younger, or at a less advanced 
stage within the nursing programme.  
 
 
 
208 
 
“I think you should act as a bit of a… mentor yourself, if it’s someone… younger than you, or… 
I don’t want to say ‘below you’, but at a lesser… less… at a lower level of… qualification.” – 
Third year student, discussion session 2 
 
8.4.4.4. Communicating within one’s own professional group 
 
A theme that linked in with organisational hierarchy, which was identified amongst both second and 
third year students, was that they were more comfortable to communicate within their own 
professional group (with other nurses, rather than doctors). Regarding SJT scenarios that provided 
the option of challenging a doctor, students commented that it would be better to speak to a 
mentor or the nurse in charge, or ask a senior member of the nursing staff to address the issue with 
the doctor instead. 
“I might have said to… like my mentor, I might have been like ‘Oh. Are doctors allowed to 
wear… bracelets here? What’s the policy on that?’ But I wouldn’t ever go to a doctor and be 
like: ‘should you be wearing that?’” – Second year student, discussion session 1, discussing 
scenario 2 
“I was just going to say, if there was an option for you to… go to a senior member of staff, 
and then they… approach… the doctor.” – Third year student, discussion session 2, 
discussing scenario 2 
In one case, it was suggested that the doctor’s patients were not the nurse’s responsibility. 
 
8.4.4.5. Relationships with colleagues  
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The first year theme ‘Fitting in and being liked by the team’ and the third year themes ‘Feeling alone 
and in need of ‘allies’’ and ‘Negative attitudes of nurses towards students’ related to students’ 
relationships with their colleagues. 
 
First year students pointed out that, when starting as student nurses, it would be important to get 
along with colleagues and fit into the team, in order to get a good learning experience and to 
prevent creating a negative atmosphere. As such, it was suggested that it would be important to 
prevent communicating in a way that would cause offence, and to not act in a manner that might 
tarnish one’s reputation within the team. For second year students, no clear themes were identified 
regarding the relationships with colleagues. Although second year students mentioned that they did 
not want to appear rude, they seemed to be less concerned with being part of the team, as it was 
suggested that placements only lasted for a few weeks, and that one’s student status allowed one to 
walk away from uncomfortable situations. Third year students, however, seemed to experience a 
feeling of isolation in clinical practice.  
 
“And you’re the outsider.” – Third year student, discussion session 2 
“You’re not even the new person in the team. You’re… not everyone thinks this, but 
sometimes… just another student.” – Third year student, discussion session 2 
As a result of this, third year students expressed a need for allies within placement situations.  
“… like you’re saying, the position we’re in as students… sometimes you need a bit of… you 
need some allies, and things, so… […] if they’re backing you up, if you’re not… kind of gives 
you a bit more confidence.” – Third year student, discussion session 2 
This need for allies was echoed in third year students’ perceptions of the registered nurse in scenario 
12, who was engaging in unethical practice, but whom students believed was consoling them, and 
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looking out for them. Third year students discussed their experience of the negative attitudes of 
some registered nurses towards students. It was suggested that, if students did not perform well, 
nurses, including mentors, would make negative comments, or take work away from them, deeming 
them to be incompetent. Students commented that this was detrimental to their learning. On the 
other hand, it was suggested that, if students did show knowledge and competence, some nurses 
and mentors felt threatened and, as a result, behaved negatively towards students. 
“I think that as well, what it is, when you… you know, when you get quite knowledgeable 
students… going, I think they [nurses and mentors] feel threatened… by us, so it is to try and 
maybe get… get one over on you…but… but… not all mentors.” – Third year student, 
discussion session 2 
 
8.4.4.6. Fear of repercussions 
 
 
Both second and third year students were afraid of repercussions for challenging or reporting a 
colleague engaging in suboptimal practice. This fear was not expressed amongst first year students. 
Students were afraid that, if they would challenge a doctor, this doctor might complicate their work, 
or complain to the mentor. Should they challenge a mentor or another nurse, they were afraid that 
this would affect their placement mark.  
 
“… I don’t feel comfortable bringing it up with my mentor, because… I don’t want it… I don’t 
equally want it to affect my… results and… grading… of how I’ve been on placement. 
Selfishly.” – Second year student, discussion session 1, discussing scenario 3 
For third year students, the fear of being marked down appeared to be even more prevalent, as they 
were able to link it to specific examples from their own and other students’ placements.  
              “You will get marked down.” – Third year student, discussion session 2 
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“It’s [being marked down after speaking up] terrible… it’s happened to a lot of people…” – 
Third year student, discussion session 2 
 
8.5. Chapter summary 
 
Quantitative and qualitative findings each contributed towards meeting the research aim – 
‘Exploring potential differences in values between first, second, and third year undergraduate 
students of adult nursing, in order to theorise whether and how such students’ values may change 
over the duration of their programme, upon exposure to clinical practice environments’ – in their 
own separate ways, underpinned, respectively, by their post-positivist and constructivist 
perspectives. The quantitative scoring pattern implied that, the higher the year of study, the lower 
was the mean total SJT score, whereas qualitative data revealed a variety of themes regarding, 
particularly, students’ perceptions of the clinical practice environment. However, the integration of 
findings from different methods can generate a whole picture that is greater than the sum of its 
parts (Barbour, 1999; O’Cathain, Murphy & Nicholl, 2010). Therefore, the next chapter will focus on 
integrating the quantitative and qualitative findings.  
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Chapter 9. Integration of quantitative and qualitative findings 
 
9.1. Introduction and matrix 
 
The integration of quantitative and qualitative findings, to find out how these components interact 
or converse with one another, is a key aspect of mixed methods research (O’Cathain, Murphy & 
Nicholl, 2010). As indicated in chapter 4.3, quantitative and qualitative findings were seen as equally 
important in this research, each addressing the study aim from a different perspective, and 
providing context for one another. This chapter presents the analysis, interpretation, and discussion 
in relation to combining qualitative and quantitative findings from the main study. It should 
therefore be seen as hybrid between a ‘Results’ and a ‘Discussion’ chapter. Section 9.2 discusses the 
integration of quantitative and qualitative data for individual scenarios, whereas section 9.3 
addresses the integration of overall quantitative and qualitative findings. 
 
Quantitative data were available for each of the SJT scenarios. As the free-text answers and 
discussion sessions also generated (in this case, qualitative) data for separate SJT scenarios, the data 
were particularly suitable for analysis using a (specifically tailored) mixed methods matrix (O’Cathain 
Murphy & Nicholl, 2010). As 16 of the 28 SJT scenarios were referred to in the qualitative free-text 
answers and discussion sessions, this was the number of scenarios for which data integration was 
possible. The matrix with qualitative and quantitative findings for each case (year group) can be seen 
in Table 29 below.  
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Table 29: Matrix of quantitative and qualitative findings per SJT scenario 
Scenario: Quant/qual: Year 1: Year 2: Year 3: 
1 (Pressure from 
colleagues to stay 
in staff room) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
2 (15.4%) 
3 (23.1%) 
8 (61.5%) 
 
2.46 
3.0 (1.0) 
.78 
0 (0.0%) 
4 (26.7%) 
7 (46.7%) 
4 (26.7%) 
 
2.0 
2.0 (2.0) 
.76 
0 (0.0%) 
3 (33.3%) 
5 (55.6%) 
1 (11.1%) 
 
1.78 
2.0 (1.0) 
.67 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Dilemma between wanting to be liked 
and be part of the team versus not 
wanting to be part of a negative culture. 
 
- Some students would challenge other 
staff members regarding their 
behaviour, others would not. 
 
- Scenario perceived to perhaps be more 
difficult for younger and less 
experienced students. 
 
- Stress and exhaustion of staff members 
as mitigating factors. 
Scenario not raised. Scenario not raised. 
2 (Doctor is 
wearing a 
bracelet) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
2 (15.4%) 
2 (15.4%) 
9 (69.2%) 
 
2.54 
3.0 (1.0) 
.78 
3 (20.0%) 
4 (26.7%) 
6 (40.0%) 
2 (13.3%) 
 
1.47 
2.0 (1.0) 
.99 
0 (0.0%) 
4 (44.4%) 
2 (22.2%) 
3 (33.3%) 
 
1.89 
2.0 (2.0) 
.93 
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Summary of 
main 
qualitative 
findings for 
scenario: 
- Respect for the doctor’s experience 
compared to students’ own experience. 
 
- Not addressing the issue at all is 
unacceptable. 
 
- Asking a mentor for advice would be 
helpful. 
 
- Not wanting to come across as rude. 
 
- Linking the scenario to experiences of 
hierarchy in clinical practice. 
 
- Challenging the doctor is pointless, as 
she will not listen. 
 
- Doctor might file a complaint with the 
student’s mentor. 
 
- It is not the nurse’s responsibility. 
 
- Asking a mentor for advice would be 
helpful. 
 
- Doctor might have a negative 
response. 
 
- More likely to challenge some doctors 
than other doctors (based on rapport, 
age). 
 
- Likeliness to challenge depends on 
personal factors of the student. 
 
- Vulnerability of the student in the 
placement situation. 
 
- Placement mark might be negatively 
affected when speaking up. 
 
- Completely ignoring the issue is 
unacceptable. 
 
- Asking a mentor to raise the issue 
with the doctor instead would be 
helpful. 
3 (Mentor is giving 
rough injections) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
1 (7.7%) 
7 (53.8%) 
5 (38.5%) 
 
2.31 
2.0 (1.0) 
.63 
0 (0.0%) 
3 (20.0%) 
11 (73.7%) 
1 (6.7%) 
 
1.87 
2.0 (0.0) 
.52 
0 (0.0%) 
8 (88.9%) 
1 (11.1%) 
0 (0.0%) 
 
1.11 
1.0 (0.0) 
.33 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Scenario is challenging because option 
to speak to nurse in charge is not 
included. 
 
- Speaking up might negatively affect 
placement mark. 
  
Scenario not raised. 
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- Not being compassionate is 
unacceptable. 
 
- The nurse might not be aware of her 
rough injection technique. 
 
- Speaking to someone higher in authority 
if the situation is really detrimental to 
patients. 
 
- As a student, it is possible to ‘step away’ 
from the situation. 
5 (Registered 
nurse disconnects 
patient alarms) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
2 (15.4%) 
4 (30.8%) 
7 (53.8%) 
 
2.38 
3.0 (1.0) 
.77 
0 (0.0%) 
1 (6.7%) 
10 (66.7%) 
4 (26.7%) 
 
2.20 
2.0 (1.0) 
.56 
0 (0.0%) 
1 (11.1%) 
5 (55.6%) 
3 (33.3%) 
 
2.22 
2.0 (1.0) 
.67 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Scenario is challenging because option 
to reconnect alarm, speak to nurse, and 
spend time with the patient is not 
included. 
Scenario not raised. Scenario not raised. 
6 (Doctor believes 
a patient’s leg is 
not broken) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
2 (15.4%) 
7 (53.8%) 
4 (30.8%) 
 
2.15 
2.0 (1.0) 
.69 
0 (0.0%) 
2 (13.3%) 
5 (33.3%) 
8 (53.3%) 
 
2.40 
3.0 (1.0) 
.74 
0 (0.0%) 
0 (0.0%) 
7 (77.8%) 
2 (22.2%) 
 
2.22 
2.0 (0.5) 
.44 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario not raised. - Scenario is similar to scenario 2. 
 
- For the benefit of the patient, the 
doctor’s opinion should not be accepted 
without further investigation. 
 
Scenario not raised. 
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- It might be best to address the issue with 
a more senior member of the nursing staff 
(who can then broach it with the doctor). 
8 (Colleague 
makes derogatory 
comment about 
patient) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
2 (15.4%) 
4 (30.8%) 
7 (53.8%) 
 
2.38 
3.0 (1.0) 
.77 
1 (6.7%) 
4 (26.7%) 
3 (20.0%) 
7 (46.7%) 
 
2.07 
2.0 (2.0) 
1.03 
1 (11.1%) 
4 (44.4%) 
0 (0.0%) 
4 (44.4%) 
 
1.78 
1.0 (2.0) 
1.20 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario not raised. Scenario not raised. - Experience with similar situations, 
although mainly with surgeons, rather 
than fellow students. 
 
- Hierarchy might influence whether 
students would speak up. 
 
- Being the outsider in the scenario 
might prevent students from speaking 
up. 
 
- Patient advocacy is important, and 
might influence speaking up. 
 
- Personal factors of students might 
influence speaking up. 
12 (Changing 
records after 
making a mistake) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
 
 
 
0 (0.0%) 
1 (7.7%) 
0 (0.0%) 
11 (84.6%) 
(Data imputation for one participant 
with this participant’s mean score across 
all items (2.78). 
 
0 (0.0%) 
1 (6.7%) 
1 (6.7%) 
13 (86.7%) 
 
 
 
 
0 (0.0%) 
3 (33.7%)  
0 (0.0%) 
6 (66.7%) 
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Mean score: 
Median + IQR: 
SD: 
 
 
2.83 
3.0 (0.0) 
.55 
 
2.80 
3.0 (0.0) 
.56 
 
2.33 
3.0 (2.0) 
1.00 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Making a good start on one’s 
placement could be compromised by 
‘telling tales’. 
 
- Feeling guilty either way. 
 
- It might be good to report one’s own 
mistake to the nurse in charge, and 
discuss the matter regarding the 
registered nurse with one’s mentor. 
 
- It might be tempting to go along with 
the suggestion of the registered nurse. 
- Difficult to report the registered nurse.  
 
- It might be tempting to go along with the 
suggestion of the registered nurse. 
- Registered nurse is an ally, who is 
trying to help and console the student, 
so students would not report this 
nurse. 
 
- Scenario should be used as an 
opportunity for reflection. 
 
- Registered nurse might mark student 
down for reporting (links made with 
previous placement situations in which 
students were marked down). 
 
- Registered nurses feel threatened by 
knowledgeable students. 
14 (Student is 
called out for 
being slow during 
medication 
rounds) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
0 (0.0%) 
4 (30.8%) 
9 (69.2%) 
 
2.69 
3.0 (1.0) 
.48 
0 (0.0%) 
0 (0.0%) 
4 (26.7%) 
11 (73.3%) 
 
2.73 
3.0 (1.0) 
.46 
0 (0.0%) 
1 (11.1%) 
4 (44.4%) 
4 (44.4%) 
 
2.33 
2.0 (1.0) 
.71 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Situation does not make sense, as 
safety should be prioritised. 
 
- Student might be able to explain that 
he/she is still learning, and will speed up 
in the future. 
Scenario not raised. - Scenario linked to similar situations in 
clinical practice. 
 
- Important to be accountable for one’s 
own practice. 
0 pt: 0 (0.0%) 0 (0.0%) 0 (0.0%) 
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15 (Patient is 
distressed before 
operation) 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
8 (61.5%) 
5 (38.5%) 
 
2.38 
2.0 (1.0) 
.51 
2 (13.3%) 
10 (66.7%) 
3 (20.0%) 
 
2.07 
2.0 (0.0) 
.59 
1 (11.1%) 
7 (77.8%) 
1 (11.1%) 
 
2.00 
2.0 (0.0) 
.50 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario not raised. Scenario not raised. - Student would want to give the 
patient full attention, but difficult, due 
to constraints in clinical practice. 
20 (Patient needs 
medication, but 
pharmacy is 
closed) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
0 (0.0%) 
6 (46.2%) 
7 (53.8%) 
 
2.54 
3.0 (1.0) 
.52 
0 (0.0%) 
1 (6.7%) 
6 (40.0%) 
8 (53.3%) 
 
2.47 
3.0 (1.0) 
.64 
0 (0.0%) 
1 (11.1%) 
1 (11.1%) 
7 (77.8%) 
 
2.67 
3.0 (0.5) 
.71 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Multiple responses are still caring 
 
- Severity of patient’s withdrawal effects 
is unclear. 
Scenario not raised. Scenario not raised. 
21 (Team 
members 
boycotting new 
protocol) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
0 (0.0%) 
3 (23.1%) 
10 (76.9%) 
 
2.77 
3.0 (0.5) 
.44 
0 (0.0%) 
2 (13.3%)  
7 (46.7%) 
6 (40.0%) 
 
2.27 
2.0 (1.0) 
.70 
0 (0.0%) 
1 (11.1%) 
4 (44.4%) 
4 (44.4%) 
 
2.33 
2.0 (1.0) 
.71 
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Summary of 
main 
qualitative 
findings for 
scenario: 
- Dilemma between wanting to be liked 
and be part of the team versus not 
wanting to be part of a negative culture. 
 
- Difficult to speak up against qualified 
people with more experience. 
Scenario not raised. Scenario not raised. 
23 (Patient 
uncomfortable 
with bed-bathing) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
0 (0.0%) 
1 (7.7%) 
12 (92.3%) 
 
2.92 
3.0 (0.0) 
.28 
0 (0.0%) 
1 (6.7%) 
1 (6.7%) 
13 (86.7%) 
 
2.80 
3.0 (0.0) 
.56 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
 
2.78 
3.0 (0.5) 
.44 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario not raised. Scenario raised (indicated as challenging 
in a free-text answer), but no 
reasons/considerations indicated. 
Scenario not raised. 
 
25 (Refugees are 
coming into A&E) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
1 (7.7%) 
5 (38.5%) 
4 (30.8%) 
3 (23.1%) 
 
1.69 
2.0 (1.5) 
.95 
1 (6.7%) 
6 (40.0%) 
7 (46.7%) 
1 (6.7%) 
 
1.53 
2.0 (2.0) 
.74 
1 (11.1%) 
4 (44.4%) 
4 (44.4%) 
0 (0.0%) 
 
1.33 
1.0 (1.0) 
.71 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario not raised. Scenario not raised. - Moral dilemma, and no response fits 
exactly with what student would do. 
0 pt: 
1 pt: 
0 (0.0%) 
2 (15.4%) 
0 (0.0%) 
2 (13.3%) 
0 (0.0%) 
1 (11.1%) 
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26 (No underwear 
can be found for 
patient) 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
2 (15.4%) 
9 (69.2%) 
 
2.54 
3.0 (1.0) 
.78 
0 (0.0%) 
13 (86.7%) 
 
2.73 
3.0 (0.0) 
.70 
1 (11.1%) 
7 (77.8%) 
 
2.67 
3.0 (0.5) 
.71 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Scenario is challenging, because 
preferred response of looking 
thoroughly with the patient through her 
own belongings is not included. 
 
- Looking for a pair of underwear 
elsewhere on the ward might mean 
looking through other patients’ 
belongings. 
Scenario not raised. Scenario not raised. 
27 (Patient is ex-
convict) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
0 (0.0%) 
0 (0.0%) 
3 (23.1%) 
10 (76.9%) 
 
2.77 
3.0 (0.5) 
.44 
0 (0.0%) 
1 (6.7%) 
3 (20.0%) 
11 (73.7%) 
 
2.67 
3.0 (1.0) 
.62 
0 (0.0%) 
0 (0.0%) 
2 (22.2%) 
7 (77.8%) 
 
2.78 
3.0 (0.5) 
.44 
Summary of 
main 
qualitative 
findings for 
scenario: 
- Scenario is challenging because one 
would not normally choose to interact 
with such a patient, but will have to in 
this professional scenario. 
 
- Important to be non-judgemental, and 
treating the patient with humanity and 
dignity. 
 
- Student’s own safety is important. 
 
Scenario raised (indicated as challenging 
in a free-text answer), but no 
reasons/considerations indicated. 
Scenario not raised. 
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- Asking a colleague to stay within 
earshot would be a helpful option. 
28 (Colleague 
wants to discuss 
patient whilst this 
patient is present) 
0 pt: 
1 pt: 
2 pt: 
3 pt: 
 
Mean score: 
Median + IQR: 
SD: 
 
1 (7.7%) 
2 (15.4%) 
3 (23.1%) 
7 (53.8%) 
 
2.23 
3.0 (1.5) 
1.01 
1 (6.7%) 
3 (20.0%) 
6 (40.0%) 
5 (33.3%) 
 
2.00 
2.0 (2.0) 
.93 
0 (0.0%) 
3 (33.3%) 
2 (22.2%) 
4 (44.4%) 
 
2.11 
2.0 (2.0) 
.93 
Summary of 
main 
qualitative 
findings for 
scenario: 
Scenario is challenging, because the 
patient should perhaps be involved in 
the discussion about the treatment 
(response option not included). 
Scenario not raised. Scenario not raised. 
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9.2. Integration for individual scenarios 
 
As discussed in chapter 8.3.6, statistically significant differences between year groups regarding 
individual scenarios were only found for items 2 (higher score in year one than in Year 2) and 3 
(higher score in years one and two than in year three) included in Table 29, and item 24 (higher 
score in year two than in year three), which is not listed in Table 29, as no qualitative data were 
available for this scenario. There appeared to be some differences in scores between year groups for 
other scenarios. However, these were not statistically significant. It is possible that differences 
between year groups for these scenarios were not significant due to lack of power, given the 
relatively low number of participants in each of the year groups. The discussion of observed patterns 
below should be seen as exploratory. Scenarios for which differences in scores appeared to exist, 
and for which, simultaneously, sufficient qualitative data were available, are discussed.  
 
9.2.1. Scenarios 1 and 21 
 
Figure 25: Scenario 1 
You have been on your hospital placement for several weeks, and you are trying to fit in with your 
colleagues. During a shift, you are in the staff room with a few colleagues. One of the other student 
nurses, Joe, points out that it is time to go check on his patients and leaves the room. After he has left, 
the other team members make fun of him, and say that he is just trying to ‘score points’. You know that 
you and the other staff members should go check on the patients as well. Out of the following options, 
which one would you be most likely to take? 
 
a. You decide to stay in the staff room for a few more minutes, then get up to check on your 
patients. (1 point) 
 
b. You get up. You walk out of the staff room to go check on your patients. (2 points) 
 
c. You remain seated in the staff room. You will check on the patients as soon as someone else goes. 
(0 points) 
 
d. You mention to the others that you should all go check on the patients, and get up to do so 
yourself. (3 points) 
 
Figure 26: Scenario 21 
You are on placement in a hospital. A new protocol for the safer distribution of medication has been 
presented by your manager. The other nurses are complaining that this will take them longer, and want 
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to boycott the new protocol. However, you see the benefits of the new protocol. Out of the following 
options, which one would you be most likely to take? 
 
a. You point out the benefits of the new protocol to the team. (3 points) 
 
b. You do not say anything about the new protocol. (1 point) 
 
c. You point out the advantages of the new protocol to some of the team members that you are 
close to. (2 points) 
 
d. You boycott the new protocol along with the other nurses. (0 points) 
 
Scenarios 1 and 21 were referred to by first year students. Scenario 1 related to the NHS 
Constitution value ‘Working together for patients’ and Scenario 21 to the value ‘Improving lives’. 
However, both scenarios presented a conflict between the Schwartz values self-direction and 
interpersonal conformity, and the similarity between these scenarios was indicated in one of the 
students’ free-text answers. Scenarios 1 and 21 were found to be challenging due to the dilemma of, 
on the one hand, wanting to be liked and be part of the team, but, on the other hand, not wishing to 
be part of a negative culture, and the difficulty of speaking up against more experienced 
professionals. As first year students were yet to familiarise themselves with the dynamics of 
relationships in clinical practice situations, the finding that they were concerned about their position 
in the professional team was unsurprising.  
 
Second and third year students did not raise scenarios 1 and 21 in their free-text answers or 
discussion sessions. One reason for this could have been that these students – compared to first 
year students – felt more secure in the professional team, and, as such, found the scenarios less 
challenging. However, looking at the quantitative scoring patterns in Table 29, this explanation 
seems less likely. These patterns showed that, for both scenarios, first year students obtained higher 
mean scores than second and third year students. For scenario 1, the pattern showed that, the 
higher the year of study (year one, two, or three), the lower was the mean score (first year: 2.46; 
second year: 2.0; third year: 1.78). The percentage of students providing the response corresponding 
to the highest number of points (three) varied from 61.5% (eight students) in the first year, to 11.1% 
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(one student) in the third year (second year: 26.7%, four students). Such a linear pattern was not 
present for scenario 21, but the mean score for this scenario was 2.77 in the first year, versus 2.27 
and 2.33 in the third and second years respectively. Based on these findings, the fact that second 
and third year students did not raise scenarios 1 and 21 might be associated with an acceptance – or 
resignation – that it is not always possible to influence the behaviour of other professionals. This 
suggestion is supported by second and third year students’ comments regarding challenging 
colleagues and speaking up at other points in the discussion sessions (Chapter 8.4).  
 
9.2.2. Scenarios 2 and 6 
 
Figure 27: Scenario 2 
You are on placement in a hospital. You are present when a doctor is tending to a patient’s wound. You 
notice that she is wearing a bracelet, which you know is unhygienic, and could therefore potentially be 
harmful to the patient. This doctor is one of the most senior staff members on the ward. Out of the 
following options, which one would you be most likely to take? 
 
a. You ask the doctor if she should take off her bracelet. (3 points) 
 
b. You do not raise your worries about the bracelet with the doctor. (0 points) 
 
c. Afterwards, you discuss the issue with another student, and ask if he/she thinks you should bring 
up the issue. (1 point) 
  
d. You decide to keep an eye on this doctor. If she keeps her bracelet on the next time as well, you 
will address it with her. (2 points) 
 
Figure 28: Scenario 6 
You are on placement at the A&E department of a hospital. A teenage boy comes in after a football 
match. You think that his leg may be fractured. You ring the doctor to come and have a look. However, 
the doctor is busy. Based on the information that you have provided, he does not think that the boy’s leg 
is fractured. However, you are still not sure. Out of the following options, which one would you be most 
likely to take? 
 
a. You ask the doctor to come and have a look anyway. (3 points) 
 
b. You ask another member of the nursing staff to check on the boy’s leg again. (2 points) 
 
c. You ring another doctor, to provide a second opinion over the phone. (1 point) 
 
d. You accept the doctor’s opinion. (0 points) 
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Scenarios 2 and 6 were both related to the NHS Constitution value ‘Working together for patients’, 
and they presented the same Schwartz values conflict (self-direction versus tradition). Scenario 2 
was commented on by students in all three year groups. Scenario 6 was only commented on by 
second year students. Within this group, the similarity between the two scenarios was pointed out. 
As a statistically significant difference between first and second year students was found for scenario 
2, this scenario has already been discussed in chapter 8.3.6.2. Noticeable points were that first year 
students were more likely than second year students to consider asking the doctor to take off her 
bracelet (69.2% (nine students) versus 13.3% (two students)), and that there were no first year 
students, compared to 20% (three students) of second year students, who provided the zero point 
response of not addressing the issue at all. Looking at the scoring pattern in Table 29, third year 
students scored higher than second year students (mean scores 1.89 and 1.47 respectively), but still 
lower than first year students (mean score 2.54). Third year students, like first year students, did not 
consider leaving the issue unaddressed.  
 
Looking at the qualitative data, first year students found the scenario challenging as they perceived 
the doctor to be more experienced and knowledgeable than themselves. Second year students, 
however, linked the scenario to experiences in placement situations, and stated that, should they 
choose to speak up, the doctor would be unlikely to listen, and might complain to the student’s 
mentor. Third year students discussed student vulnerability, and the possibility of being marked 
down during their practice assessment grading when speaking up. However, they also indicated that 
one’s previously established rapport with the doctor, the age of the doctor, and personal factors 
relating to the student him or herself, might influence whether they would speak up. Interpreting 
the quantitative and qualitative findings alongside one another, it is possible that students’ 
experiences in clinical practice influenced their responses to scenario 2. Second year students’ 
negative perceptions of doctors as a professional group may be associated with the fact that the 
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mean score for the scenario was lowest in this year. The more nuanced views held by third year 
students may help explain the higher mean score in the third year.  
 
As it was indicated in the second year group that scenarios 2 and 6 were similar, a surprising finding 
was that this year group had the lowest mean score on scenario 2, but the highest mean score on 
scenario 6 (although differences in mean scores for item 6 were relatively small, with a mean score 
of 2.15 for first year students, 2.40 for second year students, and 2.22 for third year students). For 
scenario 6, a total of 53.3% (eight students) provided the three point response, versus 30.8% (four 
students) in the first year, and 22.2% (two students) in the third year. Second year students 
commented that, in this scenario, it would be important to act in the best interest of the patient, 
and that further investigation was therefore necessary. In scenario 2, the potential direct negative 
consequences for the patient are less severe than in scenario 6. This may explain the discrepancy in 
second year students’ scores for these scenarios. 
 
9.2.3. Scenario 3 
 
 
Figure 29: Scenario 3 
You are on placement in a hospital. You notice that your mentor is giving injections in a manner that is 
rough, and seems to hurt the patients. You would like to address this with her during your weekly 
meeting. You know that your mentor will soon need to fill in your placement assessment. Out of the 
following options, which one would you be most likely to take? 
 
a. You bring up the issue indirectly, asking your mentor why patients seem afraid of being given 
their injections. (2 points) 
  
b. You ask your mentor if her injection technique might be too rough. (3 points) 
 
c. You wait until your mentor has filled in your placement assessment. After this, you ask her if her 
injection technique might be too rough. (1 point) 
 
d. You do not say anything to your mentor about her injection technique. (0 points) 
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As was the case for scenario 2, significant differences between year groups were found for scenario 
3 (see chapter 8.3.6.3). First and second year students’ mean scores were significantly higher than 
third year students’ mean score. Although the difference between year one and year two was not 
significant, the scoring pattern in Table 29 indicates that, the higher the year, the lower was the 
mean score. Mean scores were 2.31 in the first year, 1.87 in the second year, and 1.11 in the third 
year. Amongst first year students, 38.5% (five students) indicated that they would be most likely to 
consider confronting the mentor directly (three point response option), compared to only 6.7% (one 
student) in the second year, and no students in the third year. In the first and second years, the 
response most often provided was bringing up the issue indirectly (two point response option, 53.8% 
(seven students) and 73.3% (11 students) respectively). However, in the third year, all but one 
student (88.9%) indicated that they would be most likely to consider waiting until after the 
placement assessment (one point response option).  
 
Looking at the qualitative data, first year students suggested that the mentor might not be aware 
that she was giving the injections in a rough manner, and highlighted the importance of compassion. 
Second year students’ main consideration, however, was the upcoming placement assessment, and 
the fear that speaking up would compromise their mark. Integrating these quantitative and 
qualitative findings, the fear of being marked down may provide an explanation for the decline in 
scores across the years. Interestingly, although third year students, based on their discussion of 
other scenarios, appeared to be very preoccupied with this fear, they did not raise scenario 3. It 
could be that this was related to the relatively low number of students and limited discussion time. 
However, in the context of this year group scoring lowest on this scenario, it is also possible that 
third year students experienced a certainty that they would not address the issue with the mentor 
prior to the placement assessment, and, as such, found the scenario relatively less challenging. 
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9.2.4. Scenario 8 
 
Figure 30: Scenario 8 
You are on placement in a hospital. You are observing an operation. A patient who suffers from severe 
obesity is under general anaesthesia and cannot hear you. Josie, one of the other nursing students 
present laughs and says: ‘Look at him. It’s going to take them ages to get through all that body fat’. Out of 
the following options, which one would you be most likely to take? 
 
a. You laugh along with Josie for a bit. (0 points) 
 
b. You don’t laugh along with Josie, but you don’t say anything. (1 point) 
 
c. You tell Josie that you do not think it is appropriate to laugh at a patient. (3 points) 
 
d. You smile at Josie, then point out that the both of you are being inappropriate. (2 points) 
 
Scenario 8 was only raised in the third year group. Students related this scenario to their negative 
experiences of surgeons making derogatory comments in clinical practice situations, and the 
difficulty they had with speaking up in these situations. Looking at the mean scores for this scenario 
per year group, a pattern was shown in which, the higher the year, the lower was the mean score 
(first year: 2.38; second year: 2.07; third year: 1.78). The aforementioned negative experiences in 
clinical practice may have been responsible for the lower scores in higher years, and the fact that 
this scenario was seen as challenging by third year students.  
 
9.2.5. Scenario 12 
 
 
Figure 31: Scenario 12 
 
You are on placement in a hospital. A policy in this hospital is to double-check all the patients’ 
medication. However, you forgot to do this. When you point this out to one of the registered nurses, she 
tells you that it is no problem, and that no-one else has to know, as long as you just change the records to 
show that you did double-check the medication. Out of the following options, which one would you be 
most likely to take? 
 
a. You change the records, so that they show that you double-checked the medication. (0 points) 
 
b. You do not change the records, and do not tell anyone else about your mistake, in the hope no 
one will notice. (2 points) 
 
c. You go to the person in charge of the ward, and mention that you forgot to double-check the 
patients’ medication. You report the registered nurse. (3 points) 
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d. You change the records this one time, and promise yourself to never make such a mistake again. 
(1 point) 
 
Mean scores for scenario 12 were similar in years one and two (2.83 and 2.80 respectively), but were 
lower in year three (2.33). This scenario was raised in the free-text answers and discussion sessions 
in all three year groups. Although, in all year groups, the three point answer, which included 
reporting the registered nurse, was the most provided response, it was suggested that this would be 
difficult. Students commented that they missed the option to admit to one’s own mistake without 
reporting the registered nurse. First year students were concerned with making a good start on their 
placement, and therefore did not want to ‘tell tales’ about the registered nurse. In both the first and 
the second year groups, it was commented that it might be tempting to go along with the suggestion 
of the registered nurse. However, third year students were the only group in which multiple 
students actually chose the SJT response option that involved following the nurse’s suggestion and 
changing the records as a ‘one-off’ (33.3% (three students) versus one student in the first and 
second year respectively (7.7% and 6.7%)).  
 
Third year students differed from first and second year students in that they appeared to be thankful 
to the registered nurse for trying to ‘help’ them. This may have contributed to them being less likely 
to report the nurse, and more likely to change the records. Furthermore, third year students made 
reference to negative attitudes of registered nurses towards students, and stated that reporting the 
registered nurse might compromise one’s placement mark. These factors may have contributed to 
third year students’ lower scores on scenario 12.  
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9.2.6. Scenario 14 
 
 
Figure 32: Scenario 14 
You are on placement in a hospital. Your mentor has pointed out to you that the other student nurses on 
the ward appear to take less time when assisting with the medication rounds. You do not think the other 
students are being very thorough, and you are sure that, if you speed up, you would be compromising on 
safety. Your placement assessment is coming up. Out of the following options, which one would you be 
most likely to take? 
 
a. You try to speed up a bit when assisting with the medication rounds, but try to make sure the 
medication is still distributed safely. (2 points) 
 
b. You continue to take as long as you believe is necessary to safely distribute the medication. (3 
points) 
 
c. You observe the other student nurses while they are assisting with the medication rounds, and 
imitate what they are doing. (0 points) 
 
d. You speed up your medication rounds when your mentor is around, but prioritise safety 
otherwise. (1 point) 
 
Scenario 14 was raised by both first and third year students. Where first year students commented 
that the scenario did not make sense, as safety should be prioritised, and stated that, as a student, it 
might be possible to explain to the mentor that one is still learning and will speed up in the future, 
third year students related the scenario to negative experiences in clinical practice. Although third 
year students pointed out the importance of being accountable for one’s own practice, the mean 
score for scenario 14 appeared to be lowest in this year group (2.33 in the third year, versus 2.69 
and 2.73 respectively in the first and second year groups). The aforementioned negative experiences 
in clinical practice situations may have contributed to this. 
 
9.2.7. Main points and summary 
 
It was examined whether scenarios that were found to be challenging – and as such, were raised 
within the free-text answers and discussion session(s) – exclusively by one year group would be 
associated with higher or lower scores for that specific year group. No clear patterns were found: in 
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some cases, the year group in which a scenario was raised obtained higher mean scores than the 
other two year groups, whereas, in other cases, the opposite was true. This may be explained by the 
notion that scenarios can be experienced as challenging for a wide variety of reasons. As discussed, 
one can find a scenario challenging due to a perceived lack of more idealistic response options. 
However, other reasons to find a scenario challenging can be hierarchy-related aspects, or a fear of 
repercussions. Similarly, many different reasons can exist for not finding a scenario challenging. For 
example, it could be that one’s determination to act in the patient’s best interest overrides all other 
factors. However, one may also, for instance, cease to find a situation challenging when constraints 
are perceived to be insurmountable, leading to a sense of resignation.  
 
As discussed previously, there were 16 scenarios for which an integration of quantitative and 
qualitative data could take place (see Table 29). As can be seen in Table 29, first year students, who 
had not yet been exposed to clinical practice environments as part of their education programme, 
were the group with the highest mean scores in 11 of these 16 scenarios (although the magnitude of 
the differences varied, and, in several cases, they were too small to qualify for further discussion). 
Where second and third year students had commented on these scenarios, they did so linking them 
to their, often negative, experiences with healthcare staff (doctors, senior nurses) and mentors on 
placement. It is therefore possible that these placement experiences provide an explanation for the 
observed pattern of lower mean scenario scores in years two and three. 
 
9.3. Overall SJT score findings compared to thematic analysis 
 
The next step was to interpret the overall outcomes of the quantitative analysis alongside those of 
the qualitative analysis. Statistically significant differences between the total mean SJT scores of year 
one and year three were found in the ANOVA, as well as a significant negative association between 
year of study (one, two, or three) and SJT score in both the simple and multiple regression models. 
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An overview of the quantitative mean total SJT scores alongside the qualitative themes extracted 
can be seen, per year group, in Table 30 below.  
 
Table 30: Quantitative mean total SJT scores alongside qualitative themes per year group 
 Year 1 findings: Year 2 findings: Year 3 findings: 
Quantitative scores: Highest mean total SJT 
score (71.37, SD: 3.98) 
Middle mean total SJT score 
(66.60, SD: 5.45)  
Lowest mean total SJT 
score (62.77, SD: 6.55)  
Qualitative themes: • Idealism 
• Insecurity regarding 
challenging others 
due to inexperience 
• Hierarchy depends 
on experience 
• Fitting in and being 
liked by the team 
 
• Hierarchy and 
disrespect 
• Communicating within 
one's own professional 
group 
• Fear of repercussions 
 
• Hierarchy is 
influenced by 
personal factors 
• Communicating 
within one's own 
professional group 
• Feeling alone and in 
need of 'allies' 
• Negative attitudes of 
nurses towards 
students 
• Fear of repercussions 
 
The idealism found in first year students may have contributed to their higher mean total SJT scores. 
In all three year groups, extracted themes contained factors that had the potential to compromise 
students’ prioritisation of the NHS Constitution values. However, given the pattern indicating that, 
the higher the year of study, the lower was the mean total SJT score, it appears that factors found in 
the first year, such as insecurity due to inexperience and wanting to fit in with the team, may have 
been less powerful in compromising these values than factors found in the second and third year, 
related to lived experiences of hierarchy, silo working, and a fear of repercussions in practice.  
 
As discussed previously, the fear of repercussions appeared to be particularly strong amongst third 
year students, who referred to instances in which they, or other students, had been marked down 
for challenging, or speaking up against, a registered professional. This, in combination with the 
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experienced negative attitudes and behaviour of registered nurses towards students, and feelings of 
loneliness, may have contributed to the lower mean total SJT score in this year group.  
 
Findings from the main study emphasised the need for recommendations to education and practice. 
Before these could be made, the next step of the research was to present the findings to a sample of 
adult nursing Practice Liaison Tutors, and hold interviews with these tutors. This is covered in Part V. 
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PART V: RESEARCH PHASE 3 – SUPPLEMENTARY STUDY 
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Chapter 10. Methods for supplementary study 
 
10.1. Introduction 
 
Objective 4 within this research was to verify and gain a deeper understanding of the findings from 
the main study in the context of students’ (practice) learning, as well as input for recommendations, 
through adult nursing Practice Liaison Tutors within the university. As indicated in chapter 5.4, this 
was done by presenting the findings from the main study to a sample of PLTs (or those with recent 
experience in this role), and interviewing these tutors. To meet this objective, a supplementary study 
was conducted, after findings from the main study were analysed (May-June 2019). Section 10.2 
covers recruitment and sampling for this supplementary study. Data collection is discussed under 
10.3. Section 10.4 covers the ethical considerations associated with this. Information regarding the 
analysis process can be found under 10.5. 
 
10.2. Recruitment and sampling 
 
 
All current adult nursing PLTs within the university, and tutors who were known to have recent 
experience within this role were invited to participate in the supplementary study. This concerned 
11 people in total. They were approached through email and in person.  
 
 
10.3. Data collection 
 
 
Through email, PLTs were provided with a one page fact sheet (Appendix 5.2) about the main study 
and its outcomes. Those who wished to participate completed the interview in a room with me. 
Interviews followed a semi-structured format, in which a guide (Appendix 5.3) included an outline of 
suggested questions (Kvale & Brinkmann, 2009), based on the main study findings. Unlike with 
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structured, or predetermined interviews, this left room for further exploration of topics that came 
up within the interviews, and for new directions to open up (Kvale & Brinkmann, 2009). Questions 
included covered the extent to which PLTs could relate to the findings, and whether they had 
recommendations regarding, for instance, countering hierarchy issues and the isolation of students. 
During the course of the research period, new standards for nurse education were released by the 
NMC (2018). These standards prescribe changes to clinical practice placements, in which the role of 
the traditional mentor, with duties regarding both the supervision and assessment of students will 
disappear. Within the new system, students will be supervised by a pool of practice supervisors 
(which can be any registered healthcare professional), and assessed by a separate practice assessor. 
As this is expected to have a significant influence on students’ placement experience, I considered it 
important to include an additional, specific question regarding this change within the interview 
guide. The purpose of this question was to explore potential gains and challenges in relation to this 
new system, in the context of the main study findings. Interviews lasted between 32 and 64 minutes. 
They were audio recorded, and verbatim transcription took place.   
 
 
10.4. Ethical considerations 
 
10.4.1. Informed consent  
 
Participants in the supplementary study received a participant information sheet (included in 
Appendix 7.3), and a verbal explanation of the study, prior to the interviews. They were asked to fill 
in a consent form (included in Appendix 7.3).  
  
10.4.2. Potential for coercion  
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Some of the PLTs knew me, as I previously worked with them at the university. Therefore, a slight 
possibility existed that they would feel obliged to participate in the study. To mitigate this, it was 
explicitly stated in all communication that participation was completely voluntary.  
 
10.4.3. Confidentiality, anonymity, and data protection  
 
Participants in the supplementary study provided their name on the consent form. Consent forms 
were kept separate from the research data. Due to the low number adult nursing PLTs at the 
university, there was a risk that they would be identifiable from any demographic data. For this 
reason, such data were not collected and/or reported. 
 
10.4.4. Potential risks or burdens for participants 
 
This study did not propose a major health or wellbeing risk for any of the parties involved. In order 
to minimise the burden for PLTs, interviews were scheduled at their convenience.  
 
10.5. Analysis 
 
Thematic analysis was used to analyse the data collected in the supplementary study. Like in the 
main study, Braun & Clarke’s (2006) six stages were followed, and a hybrid approach of deductive 
and inductive coding (Fereday & Muir-Cochrane, 2006) was employed. A priori codes (Crabtree & 
Miller, 1999) were based on the interview guide, and provided a structure for the analysis. 
Subsequent coding took place inductively, allowing for data-driven themes to be identified (Fereday 
& Muir-Cochrane, 2006).  
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Chapter 11. Supplementary study findings 
 
 
11.1. Introduction and overview of themes 
 
 
Eleven PLTs (to be referred to as ‘tutors’ after this) were invited to participate in the supplementary 
study. After six interviews, saturation was achieved. Finding saturation after a relatively low number 
of interviews is not uncommon (Boyd, 2001). The homogeneity of the sample (all participants being 
employed by the same university, working within similar roles) and the fact that the context of the 
main study (phase 2) findings provided a relatively narrow scope for the interviews are likely to have 
contributed to this (Guest, Bunce & Johnson, 2006). Appendix 6.2 provides an overview of the 
deductive and inductive coding that was conducted with regard to data collected within the 
supplementary study. Based on the clustering of similar and related inductive codes, seven themes 
were extracted from the data. These can be seen in Table 31 below: 
 
Table 31: Supplementary study themes 
Themes: 
1. Climate and relations in the clinical practice environment 
 
2. Students’ expectations, fears, and behaviours 
 
3. Taught curriculum: strengths, gaps, and opportunities 
 
4.  Support in practice 
 
5.  The difficulty with practice grading 
 
6.  Inter-professional learning and working 
 
7.  Looking towards the future 
 
 
Each of these themes will be discussed, in detail, within the following sections. 
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11.2. Theme 1. Climate and relations in the clinical practice environment 
 
 
11.2.1. General perceptions of the current working climate 
 
Tutors linked the main study findings to their own perceptions and experiences of the clinical 
practice environment in which students are expected to negotiate their learning. In this context, 
they discussed the current state of the nursing profession and the NHS. 
“I’m still very acutely aware… of how tough it’s out there. And I chose to leave [to work in 
education] for that very reason, because I couldn’t be the nurse that I could be… […] Because 
I couldn’t… give the care I wanted to give, because… it was just impossible. And you 
completely burn out. […] It’s really sad. Like, it makes me want to cry now. But it’s just… 
because… for me, nursing is… my passion, I’ve wanted to do it from… (sighs) since I was little, 
little, little… and I love it. And it’s just so heart-breaking to see it… just in such a state of 
disarray at the moment.” – Tutor 6, interview 6  
Tutors spoke about the potential for the clinical practice environment to provide a hidden 
curriculum for students, through which undesirable values and behaviours can be passed on.  
“So, they’re [students] under all sorts of pressures… to behave in a way that’s congruent 
with… not the ideals that they started off with, or the ideals that… are… discussed in the 
formal curriculum… but they’re maybe conforming to what they see around them in 
practice.” – Tutor 1, interview 1 
 
11.2.2. Negative attitudes of nurses towards students 
 
 
Tutors could relate to the main study finding regarding the negative attitudes of registered nurses 
towards students (although one tutor pointed out that, as a nurse, she found this finding surprising). 
They mentioned a variety of reasons to explain this phenomenon. Several tutors related the 
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negative attitudes to individual attributes, stating that some nurses are better role models than 
others, that the mentor role is not for everyone, and that not everyone who goes into the nursing 
profession, or takes on the mentor role, does so for the same reasons. 
 
“You’ve got your… nurses who go in, because they’re passionate about nursing, and they 
want to help people… and they’re passionate about sharing… their love for nursing with 
those wanting to join the profession… and you’ll never come across… those circumstances 
with those nurses. But then, you have people who […] go into it because of the flexibility of… 
the shift work… and, in actual fact, they don’t really enjoy it, but it’s what fits for their family 
life, so they do the bare minimum.” – Tutor 6, interview 6 
 
Nearly all tutors linked registered nurses’ negative attitudes towards students to these nurses’ 
insecurity about their own level of knowledge and education, and their vulnerability in the 
interaction with confident and competent students. It was argued that, due to their recent and up-
to-date education, students can be more knowledgeable on certain topics than registered nurses, 
but that mentors might feel like they cannot admit to this, or show their limitations.  
“Because, I think, we’ve got… quite a lot of… confident students that will go out, and will… 
put a spotlight onto people’s lack of knowledge. And… I think there’s some people who are 
not comfortable with their own level of… lack of knowledge.” – Tutor 4, interview 4 
“Do you think some of it is insecurity? Say, […] if they… mentors are insecure about their own 
knowledge-base, or their own… standards of practice… do you think bullying is a way to hide 
that?” – Tutor 1, interview 1 
In this context, changes to the nursing curriculum over the past decades were discussed. Tutors 
suggested that the shift within nursing from diploma to degree-level has contributed to insecurities 
in registered nurses who have not completed degrees.  
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“I think… just… the level that… that we are now teaching student nurses is… is a much higher 
level than… 10 to 15 years ago… Because of the… the standards and the requirements from 
the NMC, and the curriculum that we need to deliver […]. And I do think… from 2012, when… 
it became an all-degree programme… we had a lot of… staff members […] who openly 
voiced: ‘well, I don’t have a degree’… and… ‘[…] I feel quite… threatened by this, quite 
vulnerable… I don’t know how I’m going to support them, because… I don’t have the 
qualification’. […] and we had to do a lot of work, saying: ‘actually, but you… you have a lot 
of experience. So, you can still… support them.’” – Tutor 5, interview 5 
Another explanation for the negative attitudes that was mentioned several times related to the 
pressure on, and the workload of, registered nurses. Tutors argued that clinical practice 
environments are characterised by a lack of resources and a growth in clinical demand, in relation to 
the increasingly critically ill patient population. They discussed the fact that, due to the 
discontinuation of protected time for mentors to meet with and support students in clinical practice, 
students add an extra workload on top of nurses’ duties, regularly causing them to go into overtime. 
Tutors discussed how pressure and workload could compromise mentors’ ability to help students 
develop, and remain compassionate towards them. 
“… the workload is so high, and so… unrelenting… that… care has become very task-
orientated. And very quick. ‘[…] I’ve got ten patients waiting, so I need to get this one done 
quickly…’ So, they may not have the time… the energy… or the patience… to help a student 
develop that… […] So, I think the pressure of the workload is actually having an influence… on 
how they’re behaving with students.” – Tutor 2, interview 2 
“So, in the same way, you may develop compassion fatigue for… patients, you might develop 
compassion fatigue for students.” – Tutor 1, interview 1 
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On the other hand, it was argued that the NHS has always been busy, and that experiencing a lack of 
time, and being under pressure do not justify negative attitudes towards students, or treating them 
like they are an encumbrance. Tutors discussed the importance of valuing students, including them 
in the professional team, and acknowledging that they are the ones comprising the future 
workforce. 
“You see, I… people talk about time a lot. The NHS has always been busy. I’ve never known it 
not to be busy. It’s always had its pressures… […] it’s about how we… adapt… accordingly. So, 
as a ward sister, […] I would be valuing and prioritising student learning… but that didn’t 
mean that I would prioritise it over patient care, but I would integrate the two.” – Tutor 3, 
interview 3 
“[…] try and get… teams to recognise that, you know, this is a… this is the potential… new 
qualified permanent member of staff that might come and work with you. If you make them 
feel […] like they’re valued… they’re going to come back. If you don’t make them feel valued, 
they’re never going to come and work with you.” – Tutor 4, interview 4 
With regard to creating a culture that values students, the role of management and leadership was 
discussed. It was suggested that a leader who acknowledges the importance of students, and their 
significance regarding building the future workforce can influence a positive learning environment 
on the ward. Leadership was also mentioned in the context of developing a culture of accountability 
in practice. 
 
11.2.3. Hierarchy between doctors and nurses 
 
Tutors related to the hierarchy issues in the communication with doctors, as experienced by 
students in the main study. It was argued that practice is still hierarchical, and that this is 
characterised by a long history. Tutors pointed out that hierarchy barriers apply to qualified nursing 
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staff as well, and linked this to their personal experiences regarding communication with, and 
challenging, doctors in practice. In line with the comments of third year students in the main study, 
tutors suggested that some doctors are more approachable than others.  
“So… so, you get those… those medical staff who are incredibly supportive, and recognise 
that… nursing students are learning, and they need that support… and then you get the other 
end of the spectrum where… ‘they’re just a nursing student’, and… you know, ‘I don’t want 
them to challenge me, and I don’t want to listen.’” – Tutor 5, interview 5 
Tutors discussed their experiences of ‘old school doctors’ seeing nurses as nothing more than 
assistants, but also of junior doctors who might feel threatened by nurses questioning their practice. 
Several tutors argued that hierarchy also depends on the context of the organisation and practice 
area.  
“So, there are some areas where it’s very… much more hierarchical than other areas. So… 
places like theatre… very hierarchical… some of the wards are… some less so… are ITU… 
and… A&E, where it’s acute… high-dependency care… and I think there’s… more respect for 
everybody’s role… within those sorts of environments.” – Tutor 2, interview 2 
“So, for example, I would say palliative care are very non-hierarchical. Oncology… 
somewhere in the middle. Intensive care… flat. They work very much as a team. Because the 
consultants value those nurses that they work with as part of the team, and physios, and 
everybody contributes.” - Tutor 3, interview 3 
 
11.3. Theme 2. Students’ expectations, fears, and behaviours 
 
 
11.3.1. Idealism 
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In addition to their experiences of the clinical practice environment, tutors shared their perceptions 
of, and experiences with, the students they worked with. When asked about the main study findings 
regarding idealism in first year students, all tutors argued that this idealism is, at least to some 
extent, based on unrealistic expectations of care and nursing practice. 
“[…] we used to joke that the… the first years would come in, because they’ve seen ‘Holby 
City’ and… and ‘Casualty’. And they think it’s all about saving people’s lives, and… giving all 
this wonderful care. And, actually, the reality is… that, actually, you can only give the care… 
that you can give on that day, and it may not be gold standard.” – Tutor 2, interview 2 
Tutors stated that the reality of practice can be a shock or wake-up call to students. However, it was 
also suggested that it is important to have a sense of idealism when commencing the nurse 
education programme, and that such idealism can be based on positive values for care. In this 
context, one tutor pointed towards the importance of VBR.  
 
11.3.2. Student behaviour in the clinical practice environment 
 
Tutors indicated that they could relate to the main study findings pertaining to students not 
speaking up against the poor practice of others, due to a fear of ‘rocking the boat’ and facing 
repercussions. They argued that this occurs in situations where students feel that, due to the 
practice of others, their own learning is impaired, as well as situations in which students witness 
poor practice in relation to patient care. Apart from not raising issues within the practice 
environment itself, it was suggested that students may also be reluctant to come forward to PLTs at 
the university. 
“[…] and that might be a hierarchy thing again, where… they view you as the tutor, and ‘if I… 
come across as not coping, are they going to fail me?’” – Tutor 6, interview 6 
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Additionally, tutors stated that, on those occasions that students do raise an issue with the 
university, they often do not wish for the PLT to respond to it.  
“But, again, quite often, students aren’t confident to come forward, or they come forward 
and say: ‘I’m having a real issue, but I don’t want you to do anything, because I… I don’t 
want to rock the boat’… you know, ‘I’m there for… another five weeks, and… if you come in, 
it might… you know, it might make things worse.’” – Tutor 5, interview 5 
Tutors argued that, due to placements being a fixed amount of time, students are inclined to ‘sit it 
out’, in the hope of making a fresh start at the next placement. 
 
With regard to challenging other professionals, tutors suggested that some aspects related to 
students’ own confidence. They argued that, although there are many confident students, 
sometimes students are insecure regarding their knowledge and position within the clinical practice 
environment. This makes them more willing to accept, and rely on, the opinions of registered 
professionals, even when they might not necessarily agree with these. One tutor stated that a lack of 
confidence might contribute to students not receiving respect from registered nurses and doctors.  
 
“And, if… if they’re not getting the level of respect in second year, it’s probably because 
they’re not demonstrating… anything that the doctors… find of use. So, if they’re standing 
back… you know, in a med-call… and… and not… being able to… confidently say: ‘this is my 
patient, this is my obs, this is the handover, then… then either, they’re going to be discounted 
as being a waste of space.” – Tutor 4, interview 4 
 
Tutors stated that, sometimes, students are influenced by stories they hear from other students, for 
instance regarding negative outcomes when challenging a doctor, or negative experiences of certain 
 
 
246 
 
wards. It was suggested that, due to this, ‘urban myths’ and self-fulfilling prophecies can influence 
students’ behaviour in clinical practice environments. 
“And that’s the other… issue… is that, especially with social media... word gets around that 
certain wards aren’t great, or certain mentors aren’t great, and so... the student might 
actually enter the placement with a pre-conceived idea… about how… things are going to be. 
And then it becomes a self-fulfilling prophecy.” – Tutor 2, interview 2 
 
11.4. Theme 3. Taught curriculum: strengths, gaps, and opportunities 
 
11.4.1. Promoting students’ communication with fellow staff members 
 
Tutors discussed the taught curriculum of the university’s nursing programme. They pointed towards 
the work that is currently being conducted with students around communication, mainly in the first 
year of the programme. In this context, several tutors spoke about the benefit of employing role play 
exercises in order to simulate practice situations. Tutors described how, within the current 
programme, actors come into the university to play out a variety of scenarios with students. Tutors 
considered this to be a valuable way for students to practise their communication skills. 
“And… students get introduced to working with actors… […] and the first time they come into 
contact with actors, they are terrified (laughs) […] But, by the end of the module, they’ve 
really, kind of, progressed, and… I think that… and the actors’ feedback is always just so 
valuable, because it comes from a completely different perspective.” – Tutor 6, interview 6 
However, it was suggested that the work on communication within the nursing programme tends to 
focus on communicating with patients, rather than fellow staff members. Some practising of 
communication with other staff members around, for instance, handover, takes place in year three, 
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but it was argued that, within such practice scenarios, the particular focus on challenging fellow staff 
members is lacking. 
“It’s mainly communication with… with… patients. Particularly in year one. We do bring them 
in for… what we call ‘real time sim’, as part of year three, where we have actors and staff 
members playing… different roles. So, patients, doctors, nurses… and, so, they have to hand 
over, and they have to speak to you, but… I don’t think the focus is particularly on, sort of, 
that challenging… hierarchical… communication…” – Tutor 5, interview 5 
Tutors suggested that the findings of the main study might imply that there are gaps within the 
current curriculum with regard to preparing students to constructively challenge staff members, 
such as registered nurses and doctors, and believed that this is an area in which further work could 
be undertaken. 
“Because we talk about how you communicate, and looking at the non-verbal body 
language, and… but, actually, I’m not sure how much is in there about… challenging.” – 
Tutor 2, interview 2 
“[…] maybe some further work with… how… they might address it in practice. So… 
recognising that everybody’s different, but not going bowling in, saying: ‘you’re doing that 
wrong’ (laughs), you know. So, how would you do it in a… in a constructive way.” – Tutor 5, 
interview 5 
With regard to challenging in practice and communicating with other professionals, tutors discussed 
promoting the development of students’ personal, relational and life skills, in terms of assertiveness, 
resilience, and confidence to manage professional relationships.  
“And… I guess ways… to try and support students with that is perhaps to look at things like… 
life skills, like assertiveness… and resilience…” – Tutor 6, interview 6 
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“[…] and that’s the sort of thing I think we could… teachers themselves could be far more… 
proactive about is… well, you know, ‘if you want to say something to someone, how might 
you go about it…?’ […] so… it’s about maybe… increasing students’ confidence in… how to 
manage a relationship…” – Tutor 1, interview 1 
 
11.4.2. Balancing idealism in practice 
 
Tutors also reflected on the possibilities of enabling students to hold onto their idealism, and 
balance this in practice. Within this context, it was discussed that more work could be done in 
relation to preparing students for the realities of practice. Tutors suggested debate and reflection, 
simulation and role play, and looking at stories from practitioners. This last aspect is something that 
is currently embedded within the first year curriculum, but could potentially be further developed. 
Limitations mentioned were pressures on the curriculum, the fact that students will inevitably have 
a limited understanding of practice until they experience it first-hand, and the potential to 
discourage students before they start their first placement.  
“[…] we talk about it a lot… but… again, without wanting to damage them, and say: ‘well, 
that’s not reality, so… come on people.’” – Tutor 5, interview 5 
 
11.5. Theme 4. Support in practice 
 
 
11.5.1. More integration of theory and practice learning 
 
Several tutors pointed out that university and practice learning are currently (at the time of 
interviewing) very much separated. Tutors suggested that this potentially contributed to the 
isolation experienced by students in clinical practice environments, and that nurse education would 
benefit from integrating the two. They argued that, although the role of PLTs is to liaise with practice 
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environments, they are often not physically present within these environments. It was suggested 
that more opportunities could be created to make PLTs more visible to students and communicate 
how they can support students in practice, as well as for PLTs to come and work with students in 
practice. 
“[…] perhaps, greater protection of the practice liaison teacher role, so they actually see… a 
liaison teacher might be useful. I think some students say: ‘well, I hardly… I don’t see my… 
liaison teachers. Just don’t see them.’” – Tutor 1, interview 1 
“[…] we don’t actually go and… kind of, clinically… support a student, or… you know, work 
with a student, and I think… I think there would be some benefit to that.” – Tutor 6, 
interview 6 
 
11.5.2. Students within the professional team 
 
Tutors recognised the main study findings in relation to students feeling like outsiders in the clinical 
practice environment, and highlighted the importance of including them in the professional team. It 
was pointed out that PLTs work with practice areas to support such inclusion, and that this could be 
further developed. However, tutors also suggested that, due to students’ supernumerary status, and 
the current (at the time of interview) requirement that they are with their mentor for 40 percent of 
the time, they might not get enough opportunities to work autonomously, and with other 
professionals. Tutors commented that this might influence both students’ own sense of belonging, 
as well as how they are seen amongst other professionals.  
“[…] I don’t think that… we necessarily work them in such a way that they are… Students are 
not working autonomously… as practitioners, they’re working very much… under the 
guidance of their mentor.” - Tutor 4, interview 4 
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“But, if you’re including them in… in the team… and they are… working with you… they are 
learning… and… But, if you… sit them outside of the team, and say: ‘oh, well you can only 
observe that, they then… lose that sense of belonging’. And so… belonging and learning are 
very… interwoven. Being part of a team… is really important.” – Tutor 3, interview 3 
Tutors believed that the introduction of the new NMC standards, in which the mentor role will 
disappear, and students will work with a pool of practice supervisors might help integrate students 
into professional teams.  
“I think the practice… supervisor role, and the fact that there will be multiple supervisors for 
students… is not going to limit them as much, you know: ‘I have to work… an X amount of 
time with my mentor […]’. And I think… that will… help build a team… spirit, team 
atmosphere, and help this inclusion and integration into teams…” – Tutor 5, interview 5 
One tutor suggested that, as, within the new system, any registered healthcare professional can take 
on the role of practice supervisor (rather than only a registered nurse), students may be, to a greater 
extent, exposed to inter-professional working.  
 
11.5.3. Peer support 
 
With regard to receiving support in practice, tutors pointed toward peer support amongst students. 
They believed this to be very important, but acknowledged that, currently, there may be a lack of 
opportunity. It was argued that the separation of university and practice learning contributed to this, 
and that it might be beneficial to create more moments for students to come together during 
practice modules. One tutor mentioned that the university is currently working on developing this. 
Further suggestions made by tutors were for trusts to introduce opportunities for students to come 
together for teaching in practice, implementing buddy systems of junior and senior (or recently 
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graduated) students, and the use of a virtual classroom for students to communicate whilst they are 
in practice.  
“[…] whether we could use things like a virtual classroom, where… people can get support 
online… I think might be… useful… Just so… […] the reality might be that they are physically 
quite remote, but maybe there are ways we can… build connections.” – Tutor 1, interview 1 
Tutors suggested that, due to the requirements of the current (at the time of interview) mentor 
system, trusts are often not able to take on many students. It was argued that the introduction of 
the new NMC standards, and the discontinuation of the mentor role, might lead to an increase of 
students within trusts. Tutors believed that this would be beneficial with regard to peer support.  
“So… what you could find is a situation where you could have wards with more students on, 
and so… actually, working with other students would let… make them feel less… isolated. 
That’s a possibility.” – Tutor 3, interview 3 
 
11.5.4. Providing support for mentors 
 
One tutor in particular spoke about providing support for mentors (at the time of interview, the 
mentor system was still in place), in order to prevent burn-out and negative attitudes and 
behaviours towards students. She argued that the importance of the mentor role should be 
acknowledged to a greater extent, and that mentors should get protected time, or additional 
remuneration for this. Furthermore, she pointed towards the role of PLTs in supporting mentors.  
“And certainly what… I was very aware as a liaison teacher that, when I went out to practice, 
a big part of my role… was trying to support mentors doing a difficult job… every bit as much 
as, sort of, supporting the students […] I’ve sometimes felt that, if I was supporting the 
mentors, then I was… in… in effect also supporting the students.” – Tutor 1, interview 1 
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11.5.5. Support from the organisation and leaders 
 
Several tutors pointed towards the importance of the organisation and effective leadership in 
promoting a positive ward culture that is welcoming of students, supports good practice, and 
encourages people to speak up in the case of poor practice.  
“So that… in a sense, with the reporting of… poor practice, in a way, is welcomed by an 
institution, as an opportunity for… promotion of good practice, rather than as an excuse to 
punish individuals, you know, because… often, mistakes occur…” – Tutor 1, interview 1 
One tutor also discussed the importance of leadership in relation to balancing idealism. She argued 
that the new NMC system might provide opportunities for students to spend more time with 
leaders, so that they can observe and learn from how they balance idealism in practice, through the 
process of triage.  
 
11.6. Theme 5. The difficulty with practice grading 
 
 
11.6.1. Issues with the current practice grading system 
 
An important finding of the main study was that students were afraid that their marks would be 
compromised, should they raise issues or speak up in practice. Tutors recognised this fear, and 
reflected on it. It was pointed out that it is impossible to know whether students are really being 
marked down in practice, as mentors would never admit to this. However, a link was made with the 
threat that registered nurses may feel when challenged in practice. 
 
Several tutors commented that, within the degree system, students are very motivated to achieve 
high marks. They stated that this is particularly the case for third year students, who are aware that 
the marks they receive will influence their degree classification. It was suggested that if, in practice, 
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students learn that refraining from speaking up is a good way to receive a high mark, this is what 
they will be likely to do.  
“And I think that… probably, after first year, they recognise that… this is a good way to get a 
good grade… because they can do quite well in practice, they can get good grades… in their 
assignments, and that will… raise their degree, and they all want firsts, and 2:1s, and why 
shouldn’t they? And, so, they… they’re not going to do anything that’s going to… that they’re 
going to see as a threat to a… to a, you know, first class degree.” – Tutor 4, interview 4 
Tutors reflected on the issues in relation to practice grading. This particular university (at the time of 
interview) employs a system in which students are awarded colours corresponding to marks (one to 
four), whereas some universities do not grade practice, using a pass/fail system instead. It was 
suggested that there is an opportunity for personal and relational factors to influence practice 
grades.  
“So, the marking down… is very, very linked to the grading. The fact that we grade our 
students in practice. Now, some universities don’t grade their students in practice. And… 
we… I love the idea of grading, but I think it’s become a power tool.” – Tutor 3, interview 3 
An additional issue with practice grading, pointed out by one of the tutors, is that only a small 
percentage of practice grades is moderated by the university, causing potential quality issues to 
remain undiscovered. Another tutor argued that students who receive a higher mark at one 
placement, and a lower mark at the next, may think that they are not progressing, whereas the 
discrepancy in marks might be due solely to a lack of standardisation between placements. Tutors 
suggested that moving to a pass/fail system might remove issues with students being marked down, 
or their perception thereof, after raising issues in practice.  
“Because it’s a pass/fail, and they can’t be failed… on… even if… the mentor will never admit 
it… if… a student spoke out about something, the mentor might just: ‘oh, well, they’re really 
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good, I was going to give them this, but, in actual fact, that incident has… kind of… changed 
my opinion a bit on them… so I’m going to give them this’. Like… from a four to a two, for 
example. Whereas, if it’s a pass/fail, it’s a pass/fail. You can’t fail someone based on… just 
your opinion.” – Tutor 6, interview 6 
However, one tutor suggested that, as the nursing programme is vocational, the input from the 
practice area into the final degree classification is important.  
“And I think that’s a strong thing that we have a… a good level of representation, and the 
final grade comes from practice. Because it’s a practice-based course, isn’t it? On the whole… 
healthcare is a practice-based… profession. So, they should be… recognised, and they should 
be classified according to how well they can work in practice.” – Tutor 4 
 
11.6.2. Practice grading in the context of the new NMC standards 
 
When asked what could be done to mitigate students’ fear of being marked down, the majority of 
the tutors referred to the new NMC standards. They argued that, as, within this new system, 
practice assessors will be appointed separately from practice supervisors, assessment might be more 
objective, or that, at least, students will perceive this to be the case.   
 
 “So, a mentor could prevent… quite easily prevent someone… registering. You know, they’re 
gatekeepers to the… the register, and therefore, they’re in a really… potentially very powerful 
position. So, I think… to separate out those roles, so you’ve got practice supervisors and 
you’ve got a practice assessor… potentially could reduce this effect…” – Tutor 1, interview 1 
“So, it’s important for students… that their mentor likes them. […] And they feel that will 
influence their assessment. So, if you take that… out of the equation, and they’re just 
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working alongside… being… a practice supervisor… then, actually, separating those two 
things […]” – Tutor 3, interview 3 
However, tutors pointed out that the new system will not solve all issues in relation to practice 
grading, as the practice supervisor is likely to still have a substantial influence on the practice grade, 
by providing feedback to the practice assessor. It was also argued that (at the time of interview) it is 
still unclear what the new system will look like in reality, and how, within this system, academic 
assessors will work with practice assessors. 
 
11.7. Theme 6. Inter-professional learning and working  
 
In the context of the hierarchy issues in the communication between nurses and doctors, several 
tutors discussed the subject of inter-professional education and practice. They believed that this can 
increase professionals’ understanding of each other’s roles and responsibilities, and improve 
relationships.  
 
11.7.1. Inter-professional learning between nursing and medical students 
 
Two of the tutors spoke about their experiences regarding the benefits of inter-professional 
simulation where medical and nursing students worked alongside one another. 
“[…] the students said: ‘well, they’re just people, aren’t they? Oh, that was nice’. And that… 
because… it was some inter-disciplinary simulation… of medical emergencies, and we were 
just doing that in practice with medical students and nursing students. And… of course, the 
medical students felt as vulnerable as the student nurses did… and they… and their 
perception was maybe doctors are on a different planet. You know, before. So that was 
quite… that was quite interesting. And… I think… there is more we could do with that.” – 
Tutor 1, interview 1 
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“So, [nursing students]… got a… a good experience with medical staff, that they probably 
hadn’t had before, and… and gained a better understanding. And those medical students got 
a better understanding what the nursing training was like as well. And I think it was a real 
eye-opener for some of them, what… what the nurses did. And… same for the nurses, what 
the medical students did.” – Tutor 4, interview 4 
One tutor stated that, in an ideal world, she would like to see nursing and medical students being 
trained alongside each other from the start of the programme. She pointed out, however, that there 
is a barrier to this in relation to the medical profession historically separating itself from other 
professions, in terms of education.  
 
11.7.2. Working with qualified doctors 
 
Pertaining to the collaboration with qualified doctors in practice, one tutor discussed the potential of 
organising education for doctors within trusts, regarding the nature of the nursing degree 
programme and the skills that students come out with when they qualify.  
“[…] sort of, more… education, actually, with… for medical staff... of… the skills of nurses. 
Particularly newly qualified nurses. […] They’ve come out, they’ve qualified, they’ve gone 
through a degree programme, and I think, possibly, that’s still not recognised by some 
members of staff. It’s now an all degree programme… It’s… you know, they have a lot of 
knowledge. And they need to be given that opportunity.” – Tutor 5, interview 5 
This tutor also hoped that, within the new NMC system, doctors could become involved in students’ 
practice supervision, so that relations between these doctors and future nurses could be built from 
an earlier stage. With regard to establishing these relationships, another tutor discussed the 
employment of inter-professional Schwartz rounds (Robert et al., 2017, no relation with Schwartz 
values), for doctors and nurses to share vulnerability in practice. 
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11.8. Theme 7. Looking towards the future 
 
Tutors appeared to be moderately positive with regard to the new NMC standards (NMC, 2018). In 
addition to foreseen potential benefits pertaining to the inclusion of students in teams, increased 
objective assessment, and practice areas’ ability to take on more students, it was suggested that 
students might feel more supported, and will have a wider range of role models to choose from, due 
to working with multiple practice supervisors. However, challenges were also seen in relation to the 
new system. Tutors argued that poor role modelling, and pressures on staff in practice would 
continue to exist. Furthermore, it was suggested that having to work with an increased number of 
people might make students feel more scrutinised, and that this may cause difficulties with regard to 
making placements valuable, and the standardisation of supervision and assessment. Tutors also 
discussed challenges in relation to transitioning to the new system, figuring out the logistics, and 
getting people to accept the new ways of working. It was suggested that it is likely that the transition 
from mentors to practice assessors and practice supervisors will, at first, be a name-change only, and 
that it might take a long time until actual change will be seen.  
“But, initially, everything will move over to… practice supervisor. […] So… it will be a name 
change only. But the actions of that person won’t change overnight with that name. And… 
this is going to be… an evolving process. And I would anticipate it will take three to five years 
to… change the way in which mentors… practice supervisors and practice assessors support… 
students. This is going to take a long time.” – Tutor 3, interview 3 
Looking at the future of clinical practice learning, one tutor discussed the importance of educating 
students to take on the role of practice supervisor in the future.  
“So… I think… starting with our students… and developing them into confident, competent, 
and compassionate… supervisors themselves… when they do qualify… is going to… help… to 
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generate that, sort of, next… generation of supervisors. And, hopefully, that will then… help 
out those who struggle with it a little bit more.” – Tutor 5, interview 5 
 
11.9. Summary 
 
Using these supplementary study interviews to include the tutor perspective in the research 
significantly added to my understanding of the main study findings. Furthermore, tutors provided 
helpful input for recommendations. This contributed to meeting the overall study aim. The next 
chapter focuses on drawing together and discussing findings from all phases of the research.
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Chapter 12. Discussion 
 
 
12.1. Introduction 
 
 
In this chapter, research findings are examined in relation to existing literature. A general discussion 
of the main findings in the context of the NHS Constitution values can be found in section 12.2. 
Section 12.3 outlines a further, philosophical discussion of these findings. Discussion regarding the 
unexpected association between ethnicity and SJT score (see chapters 8.3.4 and 8.3.5) can be seen 
in section 12.4. Recommendations for education institutions and practice are presented under 12.5 
and 12.6. Recommendations for future research can be found under 12.7. Reflexivity and rigour are 
discussed under 12.8. Lastly, section 12.9 addresses the strengths and limitations in relation to the 
research. 
 
12.2. General discussion of findings  
 
 
Findings in relation to SJT scores in the main study were indicative of a lower congruence 
with/prioritisation of the NHS Constitution values for students who were further advanced within 
the nursing programme. This suggests that this congruence may decrease with increased experience 
on the programme. Qualitative findings in relation to second and third year students showed clear 
discrepancies with the NHS Constitution values (Department of Health, 2015). These will be 
discussed in the following sections. 
 
12.2.1. Speaking up against poor practice  
 
 
The three individual SJT items for which statistically significant differences were found (see chapter 
8.3.6) – in addition to the findings based on overall SJT scores – all related to communicating with a 
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senior member of staff (doctor or registered nurse), and showed that students in higher years scored 
lower than students in lower years. Indicative non-significant patterns for several other items 
(discussed in chapter 9.2) pointed in the same direction. The narratives of second and third year 
students in the main study discussion sessions showed similarities with previous literature, regarding 
difficulties in speaking up in practice due to a belief that no change will be effected (Monrouxe et al., 
2014; Fagan, Parker & Jackson, 2016); a fear of hostility (Park et al., 2003), one’s position at the 
bottom of the hierarchy (Knowles, 2014), and as an outsider within the team (Lemonidou et al., 
2004; Kyrkjebø & Hage, 2005); and because doing so might have a negative impact on one’s grade 
(Clarke, 2015; Fagan, Parker & Jackson, 2016). This last issue appeared to be particularly present in 
third year students, who indicated that they themselves, and/or people they knew, had previously 
been marked down (i.e. received a lower placement grade) in clinical practice after raising issues. 
Third year students in the main study appeared to be so focused on their placement grades that 
they, to some extent, de-prioritised the NHS Constitution values, and appeared to be willing to let 
patient care be compromised (as also indicated, quite clearly, by their responses to Scenario 3, 
about a mentor giving rough injections to patients, see chapter 8.3.6.3). Tutors in the supplementary 
study recognised the phenomenon of students not speaking up, and rather ‘sitting out’ the 
placement without ‘rocking the boat’ (see chapter 11.3.2). 
 
The description of the NHS Constitution value ‘Working together for patients’ contains statements 
such as: ‘Patients come first in everything we do’, ‘We put the needs of patients and communities 
before organisational boundaries’, and ‘We speak up when things go wrong’ (Department of Health, 
2015). The ‘behaviour framework’ (NHS Employers, 2014) mentioned in chapter 6.3.3.5 states that 
putting one’s own agenda before patients is unacceptable in the context of this value. According to 
this framework, an ability to work across boundaries is also expected under ‘Commitment to quality 
of care’, whereas the acceptance of poor practice and turning a blind eye are deemed inappropriate 
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under this value. The fact that students are reluctant to speak up against poor practice is, thus, 
inconsistent with these NHS Constitution values. 
 
12.2.2. Hierarchy and silo working 
 
 
The behaviour framework (NHS Employers, 2014) states under both the values ‘Working together for 
patients’ and ‘Everyone counts’ that silo working is undesirable. Yet, second and third year students 
indicated that they found it difficult to challenge doctors, and that, if an issue with a doctor would 
occur, they would rather speak to another nurse about it. Whilst this might be because of their 
junior status (as first year students believed to be the case), it was suggested in the second year 
group that doctors do not pay attention to nurses (not just student nurses), and that they disrespect 
them. Ignoring colleagues and disregarding others’ opinions are behaviours deemed unacceptable, 
specifically in the context of the NHS Constitution value ‘Everyone counts’ (NHS Employers, 2014).  
 
Tutors in the supplementary study indicated that there is a long history of hierarchy between 
doctors and nurses in practice, and that the barriers present for students apply to qualified nurses as 
well. This is supported by literature (e.g. Churchman & Doherty, 2010; Darbyshire & Thompson, 
2018). Churchman and Doherty (2010), for instance, found that registered nurses believed that they 
challenged doctors’ practice and acted as patient advocates, but that, in reality, this only happened 
in particular circumstances. Challenging was unlikely to occur in situations where they believed this 
might result in conflict or repercussions.  
 
12.2.3. Relationships with registered nurses 
 
 
Based on students’ descriptions, discrepancies between the NHS Constitution values and the reality 
of practice could also be seen in relation to the behaviour of registered nurses. Under the value 
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‘Improving lives’, the behaviour framework (NHS Employers, 2014) states that those working within 
the NHS should be supportive, and refrain from showing negativity. Registered nurses, however, 
appeared to show negative attitudes towards students in clinical practice. This was the case both 
when students were unable to do something, as well as when they expressed their knowledge. 
Tutors in the supplementary study mainly recognised the latter, linking this to the insecurity of 
registered nurses, in relation to, for instance, not being educated to degree-level.  
 
Third year students commented that registered nurses can feel threatened by knowledgeable 
students, and hold grudges. Students, again, linked this to their fear of being marked down. There is 
a large body of literature describing the incivility and hostility within nursing and towards nursing 
students (e.g. Philpin, 1999; Schneider, 2016), and ‘Nurses eat their young’ (Meissner, 1986) is an 
idiom that has been around for more than 30 years (Gillespie et al., 2017).  
 
First year students in the main study, who had not yet been on clinical placement, indicated that 
they would want to try and fit into the clinical practice environment, but appeared to lack a certain 
extent of awareness of the hostile cultures that can exist. Third year students indicated that they felt 
alone, and like outsiders in the clinical practice environment. They expressed a need for ‘allies’. This 
can be detrimental when a potential ‘ally’ is engaging in poor practice, as seen in Scenario 12, where 
a registered nurse proposes unethical practice to a student (see chapters 8.4.2.7 and 9.2.5).  
 
Returning to the subject of speaking up against poor practice, literature shows that a fear of hostility 
is a reason to remain silent (Park et al., 2003), and that a sense of isolation may increase students’ 
willingness to conform and cease questioning others’ practice (Levett-Jones & Lathlean, 2009). In a 
study by Bellefontaine (2009), students identified the relationship with the mentor and perceived 
support on the ward as factors that would influence whether or not they would report poor practice.  
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12.2.4. First year idealism 
 
 
The idealism found in first year students in the main study appears to link in with previous research 
(Yagil, Spitzer & Ben-Zur, 2001; Miers, Rickaby & Pollard, 2007; Murphy et al., 2009; Bolan & 
Granger, 2009) regarding the lay expectations of students who lack nursing experience. Tutors in the 
supplementary study argued that students often have unrealistic ideas of the profession. Exposure 
to practice may, then, temper students’ idealism and altruistic motivation (Miers, Rickaby & Pollard, 
2007; Murphy et al., 2009). This links in with the decreased expressions of idealism amongst second 
and third year students in the main study.  
 
Although idealism may not always be realistic, the supplementary study findings indicate that it is 
still seen as a preferable attribute for students of nursing. According to Sellman (2011), altruism may 
be desirable in prospective nurses, but can only be beneficial if it is cultivated in a framework of 
virtue and reason. As such, he points to the importance of professional phronesis (see section 
12.3.2.2).  
 
12.3. Philosophical discussion of findings 
 
 
12.3.1. Institutional context and socialisation 
 
 
Although the rationale behind VBR is that students’ values at the point of recruitment are related to 
their future practice as healthcare professionals (Groothuizen, Callwood & Gallagher, 2017), it has 
also been argued that the reality of the practice environment determines whether values will be 
sustained (McSherry et al., 2017).  
 
In chapter 1, virtue ethics and the work of MacIntyre were discussed. MacIntyre (1985) argues that 
possessing and exercising virtues enables us to achieve goods internal to practices. In order for 
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goods to qualify as ‘internal’, they have to be intrinsic (i.e. not focused on external rewards) and 
need to transcend the individual (i.e. benefiting others, rather than just oneself) (MacIntyre, 1985). 
With regard to operating within organisations, MacIntyre (1999) states that institutionalised 
relationships are constructive to achieve goods, but that the established power hierarchies with 
which these relationships come can be used as instruments of domination and deprivation. This can 
be linked to the power hierarchies that exist between doctors and nurses, and between mentors and 
students. MacIntyre (1999, p. 103) speaks of a ‘double character’ in such situations, meaning that 
there can be two sets of rules co-existing, which may contradict each other. Based on the findings of 
the main study, this appears to be present, for instance, in relation to students’ clinical practice 
placements, where, on the one hand, the institution serves as an environment conducive to learning 
the virtues inherent to the practice of nursing. In chapter 1.4, it was argued that, through habitual 
conformation to specific values, one can become a virtuous performer (Pattison, 2004). The clinical 
practice environment should, thus, provide opportunities for students to conform to the NHS 
Constitution values. On the other hand, however, through covert rules within the institution 
(Maben, 2003) students are subjected to the organisational hierarchy, and learn to internalise this. 
Furthermore, they are confronted with their own, vulnerable position at the bottom of this 
hierarchy. Maben’s (2003) covert rule of ‘not rocking the boat’ was very much apparent within the 
main study.  
 
When a ‘double character’ is present in a situation, virtues are necessary in order to protect oneself 
and others from factors such as neglect, defective sympathies, malice, and stupidity (MacIntyre, 
1999). However, if this same situation prevents students from becoming virtuous performers in the 
first place, this presents a paradox. The environments in which virtues are most crucial 
simultaneously have the power to endanger them (MacIntyre, 1985). MacIntyre’s (1985) arguments, 
stemming from the discipline of moral philosophy, are echoed within social psychology: Based on his 
famous Stanford Prison Experiment (Haney, Banks & Zimbardo, 1973), Zimbardo (2007), for instance, 
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points towards the power of the ‘system’ to create a set of situational conditions that challenge 
people’s values. This highlights the importance of organisational ethical climate where the 
socialisation of students is concerned. A positive ethical climate is characterised by an atmosphere 
perceived to increase ethical thought, mutual respect, and trust, and in which questioning and 
discussion are encouraged (Olson, 1998). Within clinical environments, negative ethical climates are 
associated with moral distress, poor job satisfaction, and turnover intention (Koskenvuori, 
Numminen & Suhonen, 2017), as well as an erosion of principles and behaviours (Feudtner, 
Christakis & Christakis, 1994). As pointed out in chapter 2.6, a negative ethical climate is likely to 
reinforce itself (Jafree et al., 2015). 
 
 
 
12.3.2. A framework in relation to requirements for moral behaviour 
 
 
According to Rest (1986) there are four requirements (components, in the form of psychological 
processes) for moral behaviour. These components overlap to some extent, and do not necessarily 
occur sequentially. They refer to the interpretation of a situation, making a judgement, moral 
motivation, and moral courage (Rest, 1986; 1994). Issues pertaining to any one of the components 
could result in moral failing (Rest, 1986). This framework can help explain the main study findings. 
 
12.3.2.1. Interpreting the situation 
 
 
The first requirement for moral behaviour is that a person can interpret a situation in terms of 
possible actions and outcomes, and can recognise the moral aspects of this situation (Rest, 1986; 
1994).  
 
Concluding from the qualitative data collected in the main study, students in all year groups were 
able to sufficiently comprehend the SJT scenarios, as they elaborated on the response options and 
 
 
267 
 
the consequences of these options. Based on, for instance, the fact that students across all three 
year groups mentioned the four principles of ethics (Beauchamp & Childress, 2009) when asked 
which other factors (in addition to the NHS Constitution values) would be important to take into 
account when considering the SJT scenarios, they also expressed an awareness of the moral aspects 
involved. It therefore seems that no problems were present in relation to this component. 
 
12.3.2.2. Making a judgement 
 
 
Secondly, the person needs to make a judgement in relation to which course of action is morally 
right (Rest, 1986).  
 
With regard to making judgements, MacIntyre (1999) argues that different types of ‘good’ can 
conflict with one another. In such a situation, individuals need to consider not only what is ‘good’ as 
an agent engaged in a certain activity, but also as a human-being (MacIntyre, 1999). Students within 
the main study may have experienced a conflict between their perceptions of being a ‘good student’ 
and being a ‘good nurse’. A ‘good student’ is ambitious, and does well in his or her degree. One of 
the major reasons that second, and particularly third year students, in the main study were reluctant 
to speak up against poor practice was related to the fear that this would negatively influence their 
placement grades (and, therefore, their ability to be a ‘good student’). However, with regard to 
being a ‘good nurse’, and, arguably, a ‘good human-being’, speaking up is of vital importance.  
 
MacIntyre (1999) refers to the virtue of practical reasoning (conceptually similar to practical wisdom, 
see chapter 1.5). People need to learn to become practical reasoners about ‘goods’, in order to 
inform their ‘why should I do this rather than that?’ judgements (MacIntyre, 1999, p. 67). Practical 
reasoners know how to detach themselves from the immediacy of their own desires, are able to 
imagine alternative realistic futures, and recognise and make true practical judgements regarding 
 
 
268 
 
different kinds of ‘good’ (MacIntyre, 1999). Sellman (2011) refers to practical reasoning as 
‘professional phronesis’. Phronesis, according to Sellman, is the combination of propositional 
knowledge (‘know that’), practical knowledge (‘know how’), and a third element that he refers to as 
the ‘know when’ (Sellman, 2011). Sellman (2011) argues that phronesis is the most important 
nursing virtue, and that it is necessary to discern what is right, in the context of competing demands 
from different forces (Sellman, 2011).  
 
With regard to learning to become a practical reasoner, MacIntyre (1999) argues that one has to rely 
on expert co-workers to point out failures, mistakes, and the sources of these mistakes. When these 
others themselves lack the virtues necessary for developing and sustaining our practical reasoning, 
they may – by neglect, misdirection, manipulation, or exploitation – impair our learning (MacIntyre, 
1999). The mentor system described by students in the main study (and tutors in the supplementary 
study), in which hostility is present and power dynamics in relation to grading play a role, has the 
potential to impair students’ practical reasoning.  
 
12.3.2.3. Moral motivation 
 
 
Recognising and being able to make judgements about moral situations alone will not necessarily 
generate moral behaviour: The third requirement in Rest’s (1986) model is moral motivation.  
 
Moral motivation is one instance of the more general phenomenon of normative motivation (Rosati, 
2016). Other instances of normative motivation are, for example, believing that something will 
benefit one personally, or that a course of action is rational (Rosati, 2016). As argued in chapter 3.2, 
values exist within a hierarchy, and the prioritisation of values is what ultimately guides behaviour 
(Schwartz, 2012). In order for moral behaviour to occur, a person needs to prioritise moral values 
over other values (Rest, 1986). This was one of the main premises of this thesis.  
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Prior to commencing the research, it was expected that second and third year students might 
experience moral distress (see chapters 1.6 and 2.7), due to moral constraints and uncertainty in 
clinical practice situations. However, moral distress did not appear to be a main factor in students’ 
narratives regarding the challenges that the SJT scenarios proposed, as a causal relationship 
between psychological distress and a perceived moral event (a requirement for moral distress, 
Morley et al., 2017) was not observed. The comments of second and third year students – who had 
clinical practice experience – did reflect psychological distress, but this was often more focused on 
grading, their position as students within the clinical practice environment, and the way other 
professionals would behave towards them should they choose to follow a particular course of 
action, than on the direct moral experience of the scenarios. As pointed out in chapter 9, in some 
cases, students may decide that there is nothing they can do about the (moral aspects of a) 
situation, and therefore ‘resign’. This may link in with, for instance, Randle’s (2002) findings (chapter 
2.6) regarding students’ desensitisation to moral issues over the duration of their education 
programme.  
 
As seen in chapter 2.7, one may be motivated to put up a ‘smoke screen’ of justifications, 
trivialisations, and shifts in attention, in response to the cognitive dissonance that is experienced 
when caring values clash with practice (de Vries & Timmins, 2017). This smoke screen can reinforce 
itself. This is one of the pathways through which moral distress can lead to desensitisation 
(Whitehead, Herbertson & Hamric, 2014) and a decreased sense of moral motivation. Students’ 
focus on grading and their own position in the clinical practice environment may have been their 
‘smoke screen’, through which they started justifying the de-prioritisation of the NHS Constitution 
values. It is, thus, possible, that students initially experienced moral distress, but that they, rather 
quickly, found a way to ‘rid themselves’ of this.  
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According to Johnstone (2009) nurses can experience a variety of moral problems. One of these 
problems is moral indifference. Moral indifference is characterised by ‘an unconcerned or 
uninterested attitude towards demands to be moral’ (Johnstone, 2009, p. 101). Someone who is 
morally indifferent will, naturally, not experience a great extent of moral motivation. Although 
second and third year students in the main study were certainly not morally indifferent on the whole 
(third year students still discussed patient advocacy and accountability), aspects of this problem 
could be seen.  
 
Goal Framing Theory (Lindenberg & Steg, 2007), originating from the field of social psychology, 
provides another explanation as to how the dissonance between the NHS Constitution values and 
the reality of clinical practice environments might negatively influence students’ moral motivation. 
Chapter 1.2 explained that values are motivational goals, and that they influence which norms are 
accepted and rejected. When people witness norms regarding appropriate (or ethical) behaviour 
being violated, their goal to act in accordance with these norms is inhibited, making them focus 
more on goals pertaining to hedonism and personal gain (Lindenberg & Steg, 2007). This effect has 
been demonstrated to apply to a range of situations, in which, after witnessing the violation of a 
norm by someone else, individuals were more likely to violate not only this same norm, but also 
other norms for appropriate behaviour (cross-norm inhibition effect, Keizer, Lindenberg & Steg, 
2008). It is, thus, possible that, upon witnessing practice of others that is not in line with the NHS 
Constitution values (such as hostility by doctors and registered nurses), they are more likely to de-
prioritise these values themselves, and instead focus on personal gain (such as receiving a good 
placement grade). 
 
12.3.2.4. Moral courage 
 
 
 
 
271 
 
Rest (1986)’s fourth requirement for moral behaviour is moral courage. He argues that a person 
must have the perseverance and strength to behave morally, and overcome obstacles.  
 
The price paid for acting morally, or taking a moral stand, can be very high (Johnstone, 2009). This is 
what can retreat nurses into moral indifference, as described under 12.3.2.3. MacIntyre (1985) 
argues that moral courage is a virtue, referring to the capacity or risk to harm or danger oneself in 
connection with care and concern. Someone who is unwilling to risk harm in the context of care 
might put into question the genuineness of this care (MacIntyre, 1985). This, like moral motivation, 
relates to the prioritisation of different values. Therefore, it seems that, within the nursing context, 
moral motivation and moral courage are very much interwoven.  
 
Moral courage is particularly relevant in the context of speaking up against poor practice (Bickhoff, 
Sinclair & Levett-Jones, 2017). A literature review by Bickhoff, Sinclair, and Levett-Jones (2017) 
shows that factors preventing undergraduate nursing students from demonstrating moral courage 
on their clinical practice placements are power differences between students and registered nurses, 
a pressure to fit in and conform, and a fear of consequences, should they question the practice of 
others. The quality of the relationship with the mentor (mutually respectful and encouraging versus 
negative), and previous reactions received by students when questioning the practice of others, 
contribute to whether or not they feel empowered to challenge. These factors link in with my 
research findings.  
 
This research suggests that students’ moral courage may decrease as they progress through the 
nurse education programme and gain more placement experience. A contrast can be seen with 
findings from the study by Callwood, Groothuizen, and Allan (2018) and Groothuizen, Callwood, and 
Allan (2019) (chapter 2.10), in which students’ commented that their courage and confidence to 
challenge others had increased with experience. This indicates that there may be a difference 
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between students’ subjective perceptions of their courage – as studied by Callwood, Groothuizen 
and Allan, and Groothuizen, Callwood, and Allan (2019) – and their actual values prioritisation when 
confronted with dilemma situations that require courage, as studied in this research. 
 
12.3.2.5. Explanation of findings  
 
 
Interpreting the findings of this research along the lines of Rest’s (1986) framework, students’ 
practical reasoning ability, moral motivation, and moral courage may, thus, be compromised, in 
direct or indirect response to elements of the clinical practice environment. Recommendations for 
education institutions and clinical practice environments are made in sections 12.5 and 12.6.  
 
12.4. The influence of ethnicity 
 
 
Exploring factors that might be associated with SJT score (chapters 8.3.4 and 8.3.5), no significant 
associations were found for students’ age and previous healthcare education. Limitations in relation 
to the measurement of these factors are outlined in chapter 12.9.5. There was, however, a 
significant relationship between students’ ethnicity and SJT scores (see chapters 8.3.4 and 8.3.5). 
Although, as can be seen in chapter 8.3.4, this is based on small numbers, it deserves attention. 
 
It would have been interesting to compare SJT scores between participants from different ethnic 
backgrounds. However, the number of participants from different non-‘White British’ ethnic 
backgrounds was not sufficient for the inclusion of separate categories in the statistical analysis. I 
acknowledge that the decision to, in response, cluster together participants from all non-‘White 
British’ ethnic backgrounds is somewhat problematic. In Western societies, ‘whiteness’ is often seen 
as the default, and a standard to which all other ethnic categories are compared (Sue, 2006). Such a 
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perspective can be damaging, as it sustains a culture of white dominance, in which ‘white’ views are 
overtly and covertly imposed on people of other ethnic backgrounds (Sue, 2006).  
 
The reason to conduct the ‘White British’ versus non-‘White British’ analysis regardless, was that 
literature (Weekley & Jones, 1997) and personal communication (Botha, 2017) gave reason to 
assume that SJTs might disadvantage participants from ethnic minority backgrounds (although it 
should be noted that no literature was available regarding SJTs specifically based on values). It was 
to be tested whether this was the case within this research. The finding that the opposite was true, 
and participants from non-‘White British’ backgrounds scored higher on the SJT, was therefore 
surprising. Some potential explanations are discussed below. 
 
The first explanation lies in the very fact that participants from non-‘White British’ backgrounds, at 
this university, and in the United Kingdom, do not belong to the dominant ethnic group (as also 
illustrated by their low numbers in the main study, compared to ‘White British’ participants); their 
experiences are those of ethnic minorities. As such, they are likely to encounter, or have 
encountered, some extent of marginalisation, discrimination, and inequality (United Nations, 2017). 
It is possible that, because of this, non-‘White British’ participants are, more so than their ‘White 
British’ counterparts, attuned to recognising power imbalances within social structures, among 
which the one between nurses and their patients (Henderson, 2003; Corless, Buckley & Mee, 2016). 
This may lead to a greater extent of patient-centeredness and advocacy, influencing their personal 
value congruence with the NHS Constitution values, and therefore their SJT score.  
 
Other potential explanations for non-‘White British’ participants’ higher SJT scores are associated 
with cultural orientation. Although it is very important to keep in mind that one cannot directly infer 
information regarding participants’ cultural orientation from their ethnic background, it is possible 
to make some speculations. 
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Participants from non-‘White British’ backgrounds in the main study had African and Asian ethnic 
backgrounds. Compared to Western cultures (such as the United Kingdom), African and Asian 
cultures tend to be less individualistic, and more collectivistic (Hofstede, 2011; Gorodnichenko & 
Roland, 2012). Although aspects of idiocentrism (focus on the self, rather than others) and 
allocentrism (focus on others, rather than the self) co-exist in collectivistic and individualistic 
cultures, individualism can generally be associated with idiocentrism, and collectivism with 
allocentrism (Triandis et al., 1985). It is possible that this allocentrism has a positive influence on 
nursing care. Studies have shown that nurses with a more collectivistic orientation can, for instance, 
be more patient-oriented (Asl, Chavosi & Hosseinabad, 2015), and have more positive attitudes 
towards caring for older people (Xiao, Shen & Paterson, 2013). However, with regard to the NHS 
Constitution values, there are also elements of individualism that are seen as beneficial. For 
instance, speaking one’s mind, and providing one’s opinion, are expressions of individualism 
(Hofstede, 2011), and can be related to the individualistic Schwartz value of self-direction (Konsky et 
al., 1999). Self-direction appears to be integral to several of the NHS Constitution values (and was 
included within the SJT scenarios). This complicates drawing a simple conclusion that having an 
ethnic background associated with collectivistic cultural tendencies is associated with a greater 
personal value congruence with the NHS Constitution values. 
 
There is another way in which the individualism-collectivism model might explain the higher SJT 
scores for participants from non-‘White British’ backgrounds. People from collectivistic cultural 
backgrounds tend to be more prone to engage in impression management (misrepresenting self-
reported actions in order to appear more socially appropriate in a way that is closely related to 
faking (Lalwani, Shavitt & Johnson, 2006)), than people from individualistic cultural backgrounds 
(Lalwani, Shavitt & Johnson, 2006; Riemer & Shavitt, 2011). Research by Riemer & Shavitt (2011) 
shows that, likely due to their habitual experience with it, impression management is easier for 
collectivists than for individualists. Collectivists are able to impression manage even when they are 
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faced with a complex cognitive task. Individualists, on the other hand, tend to impression manage 
less when cognitively constrained (Riemer & Shavitt, 2011). It is, thus, possible that participants from 
non-‘White British’ backgrounds provided more socially desirable responses to the SJT, leading to 
higher scores.  
 
These are but some of the possible explanations for the differences in SJT scores found between 
‘White British’ and non-‘White-British’ participants. There may be other factors involved, and this 
would certainly be an interesting topic for further research.  
 
12.5. Recommendations for education institutions 
 
 
12.5.1. More inclusion of axiology within ethics education 
 
 
Most likely through the ethics education on the nurse education programme, students in the main 
study were familiar with the NHS Constitution values and other guidelines for practice, such as, for 
instance, the 6 Cs. However, as may be clear from section 12.3.2, a mere awareness of guidelines is 
not sufficient to generate ethical behaviour.  
 
The same problem that occurs in relation to values and ethics research (chapters 2.12 and 3.2) 
appears to be present in education: There is a focus on values that are desirable for the nursing 
profession, without sufficiently taking into account the existence of other values that may conflict 
with these. In the first semester of the nurse education programme at the university where this 
research took place, students are taught a range of desirable values and ethical guidelines (see 
discussion regarding the ‘imposition’ of values in chapter 1.5). This may, to some extent, be helpful, 
but it may also contribute to the reality shock and tempering of idealism (chapter 2.5) that students 
experience when they go out into practice.  
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Where value conflicts are addressed within nurse education, the discussion often centres around 
situations in which two or more moral values or principles deemed desirable for the nursing 
profession conflict with each other (relating to the classic ‘moral dilemma’, Johnstone, 2009, as 
outlined in chapter 5.2, e.g. compassion versus honesty), rather than conflicts between such 
desirable values and different values co-existing within an individual (e.g. compassion versus 
personal gain). Within the first year of the nurse education programme at this university, there is 
some emphasis on vices, which are generally seen as the inversions or mirror images of virtues 
(Crerar, 2018). One could argue that this covers the discussion regarding values that are not 
desirable for nursing, but this is too simplistic: If a vice is the inversion of a virtue, the focus is still 
only on the presence of this virtue or its direct opposite (e.g. courage versus cowardice), without 
sufficiently considering the axiological context.  
 
Desirable, moral values need to be considered within the context of axiology (Kupperman, 2001). 
Due to the plethora of guidelines, values statements, and standards that exist for the nursing 
profession (see discussion in chapter 1.5), the presence of conflicting personal values that are not 
desirable for nursing appears to have become somewhat of a taboo. However, naturally, these 
values exist in students of nursing, as they do in everyone else. Although it is sometimes suggested 
that there is a distinction between an individual’s professional and personal values, this distinction is 
arbitrary, as the personal inevitably influences professional thinking and behaviour (Cuthbert & 
Quallington, 2017). This has been demonstrated within this research, and I argue that it should, to a 
greater extent, be acknowledged, and embedded within nurse education programmes.  
 
Students need to reflect on the wide range of values that they have (including values in relation to, 
for instance, the experience of pleasure, interpersonal conformity, and personal gain), and how 
these values may influence their decision-making processes in the clinical practice environment. 
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Effective reflection can impact practice at both an individual and an organisational level (Miraglia & 
Asselin, 2015). This can take place through, for instance, journal and diary entries, and facilitated 
group discussions (Miraglia & Asselin, 2015). Furthermore, another PhD student at the university 
where this research took place is currently exploring the embedment of Schwartz rounds (Robert et 
al., 2017, further discussed in the context of clinical practice in chapter 12.6.2) into the 
undergraduate curriculum. There may be substantial gains from including axiology within such 
reflective processes. I suggest that room for specific axiological reflection should be created before 
students go on their first placement, and further embedded throughout the whole of the nurse 
education programme. 
 
Gaining a deeper understanding of their own values will support the development of  students’ 
abilities in relation to practical reasoning (MacIntyre, 1985) or phronesis (Sellman, 2011), and help 
them to realistically identify those situations in which they will need to put in an additional effort to 
sustain their moral motivation and moral courage.  
 
12.5.2. Speaking up 
 
 
12.5.2.1. The ‘Freedom to Speak Up’ review 
 
 
Findings of this research suggest that students were reluctant to speak up in the case of poor 
practice. Students are a particularly vulnerable group when it comes to speaking up in NHS 
organisations (Francis, 2015). Francis’ (2015) findings in relation to students from the independent 
‘Freedom to Speak Up’ review (as a follow-up to the Francis report (Francis, 2013), discussed in 
chapter 1.3) into the culture within the NHS support my research findings, particularly in relation to 
the need to do well on placements, which impacts the ability to speak up. Speaking to students, 
Francis (2015) uncovered situations of otherwise ‘good’ students who were criticised or failed after 
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raising concerns. Students can speak up through the use of reporting structures within the 
placement organisation or the university, or directly, through communication with the professional 
who is engaging in poor practice. Both are discussed. 
 
12.5.2.2. Reporting concerns 
 
 
One recommendation from the Freedom to Speak Up review (Francis, 2015) was to include training 
on raising concerns within curricula at universities. This has previously been included within some 
curricula, but the nature and level of this training varied, and depended on how a course was 
structured (Francis, 2015). At the university where this research took place, students had received 
input regarding the guidelines for reporting concerns in practice. However, there is no evidence that 
a knowledge of such guidelines alone will cause students to act in accordance with them.  
 
A more applied, reflective and scenario-based approach might help prepare students for raising 
concerns (Ion et al., 2015). It is important that reporting is discussed in universities, through the use 
of stories and case studies on which students can reflect in groups. Furthermore, it has been argued 
that universities need to provide more reassurance to students that they will be protected when 
they raise concerns (Ion et al., 2015). Findings from the supplementary study suggest that students 
may not always feel safe to come forward to PLTs, or do come forward, but are afraid that 
intervention from the PLT will exacerbate the negative situation. Relationship building with the 
university staff is important to promote raising concerns (Ion et al., 2015). Tutors in the 
supplementary study highlighted the disconnect between university and practice learning, and 
argued that PLTs are very rarely present within practice environments. It was suggested that a 
greater visibility, and more involvement of PLTs in practice learning would be helpful. As tutors often 
have to fulfil the PLT role on top of a range of other academic tasks (such as preparing and 
facilitating lectures and marking) within the university, there are time constraints involved. However, 
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it would be beneficial for universities to prioritise their presence in the practice environment, so that 
they can build stronger relationships with students. 
 
Furthermore, the greater involvement of PLTs in practice areas would provide the opportunity for 
them to support mentors (or, in the near future, practice supervisors) who work with the students, 
in creating a more positive learning experience for students. In the supplementary study, it was also 
suggested that more moments were being created for students to come together at the university 
over the duration of placement blocks, to counter loneliness and isolation. It is important that the 
PLT is actively involved in these moments, in order to further strengthen the relationship with 
students, improving their ability to raise concerns. 
 
12.5.2.3. Providing learning opportunities in relation to challenging registered professionals 
 
 
Tutors in the supplementary study stated that it might be beneficial to work on students’ resilience 
and confidence to manage professional relationships with doctors and nurses, and to prepare them 
to challenge these professionals in a constructive manner. If students, from an early stage onwards, 
are enabled to confidently stand up for the NHS Constitution values, it is less likely that they will 
experience the cognitive dissonance that may ultimately lead them to put up the ‘smoke screen’ (de 
Vries & Timmins, 2017) and de-prioritise these values. I therefore suggest that education on 
challenging constructively needs to commence at the start of programme, and has to be reinforced 
throughout all three years of study. It is helpful to have a framework for this. Lachman (2010) has 
developed the ‘CODE’ acronym for nurses, which stands for ‘Courage’, ‘Obligations’, ‘Danger 
management’, and ‘Expression and action’.  
 
Overcoming fear and standing up for values is inherent to moral courage (C) (Lachman, 2007). 
Nurses have an obligation (O) to remember and remain familiar with the standards outlined in their 
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professional code (Lachman, 2010). In the UK, this is the NMC code (NMC, 2015). Based on their 
code, nurses have to report incidents and behaviours that are unethical, or breach standards of care 
(Lachman, 2010). This links in with the NHS Constitution values (Department of Health, 2015) which 
formed the primary framework for this research, and the associated behaviours that the NHS would 
like to see in its staff (NHS Employers, 2014). Students of all year groups within the main study 
referred to the NMC code, and were, as argued under 12.5.1, familiar with these NHS Constitution 
values and other guidelines for practice. Although such codes and guidelines serve as a reminder of 
one’s obligations (Lachman, 2010), further practical guidance is necessary to promote behaviour.  
 
As could be seen in section 12.3.2.4, moral courage requires a willingness to take risks (MacIntyre, 
1985). This is jeopardised by risk aversion (Lachman, 2010), as could be seen in the main study, 
where, in some cases, the motivation to avoid receiving negative responses and poor placement 
grades was prioritised over the willingness to uphold the NHS Constitution values. Lachman (2010) 
has identified five steps to overcome fear in relation to risk-taking (Table 32).  
 
Table 32. Steps to overcome fear (Lachman, 2010) 
 
1. Identify the risk you want to take 
2. Identify the situational fear you experience 
3. Determine the outcome you want and what you have to do to achieve this 
outcome 
4. Identify resources accessible to you 
5. Take action 
 
The idea behind these steps is that, as a form of danger management (D), one can learn to de-
catastrophise a situation with an anticipated negative outcome. This is done by imagining the 
situation, and asking oneself what would happen should this unwanted outcome become reality 
(Lachman, 2010). Through this strategy, one can focus on plans to address the anticipated negative 
situation, and gain an increased sense of control over the potential consequences (Lachman, 2010). 
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Assertiveness is necessary when moral courage is required. It is helpful at the expression and action 
(E) stage. Assertiveness is focused on solving a problem, and is necessary when a behaviour change 
from another person is desired (Lachman, 2010). The steps in Table 33 comprise an assertion 
message, focusing on the problematic behaviour, the feeling caused by this, the effect of the 
behaviour, and a request for change.  
 
Table 33: Four-part assertion message (Lachman, 2010) 
 
1. A non-judgemental explanation of the behaviour to be changed  
2. An admission of the asserter’s feelings  
3. An explanation of the tangible effect of the other person’s behaviour on the 
asserter or someone else 
4. Announcement of the desired behaviour change solution you want, or an 
invitation to problem solve 
 
For SJT scenario 2, where a doctor is wearing a bracelet whilst treating a patient’s wound, the 
assertion message could, for instance, take on the following form: “When you wear a bracelet whilst 
taking care of a wound (1), it makes me feel uncomfortable (2), because of the potential hygiene risk 
to the patient (3). Would it be okay for you to take it off? (4).”  
 
If a student is able to show assertiveness without being judgemental or overly confrontational, this 
reduces the likelihood that the doctor or registered nurse being challenged feels threatened or 
offended. Because of this, the response towards the student may be more positive. This, in turn, can 
decrease the student’s fear of a negative outcome when challenging, and increase the chances that 
he or she will choose to challenge again in the future (Bickhoff, Sinclair & Levett-Jones, 2017). It is, of 
course, still possible that the other person will respond in a self-protective or defensive manner after 
an assertion message (Lachman, 2010). In that case, the asserter can mirror the feelings observed 
(e.g. ‘I can tell that this makes you upset’). Taking a pause to reassure oneself might also be helpful. 
If the other person withdraws from the situation, the conversation can be continued at a later point 
in time (Lachman, 2010). 
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Tutors in the supplementary study argued in favour of role play and simulation (with or without the 
involvement of actors). I propose using the CODE acronym (Lachman, 2010) as a framework for 
reflection and role play-based exercises regarding challenging registered professionals. The input for 
these exercises could come from written scenarios – like the SJT item texts – in which challenging a 
registered professional is required, and a risk for the student is involved. Input could also be based 
around students’ personal experiences in clinical practice, once they have been on placement.  
 
Prior to commencing the role play, students should, in groups, imagine the scenario, and identify the 
way(s) in which moral courage is required (C). After this, they should identify their professional 
obligations in this scenario (O), identify personal risk associated, and work through the steps to 
overcome fear in relation to risk taking (D, Table 32). This will promote reflective practice, and add 
to students’ well-rounded understanding of the situation. Subsequently, students should play out 
the scenario, employing the constructive, assertive steps in Table 33 (E). Negative responses to 
challenging must not be omitted from the role play. Practising the process of re-asserting after a 
negative response should be encouraged. These exercises may help students internalise the ability 
to challenge, and transfer this to practice situations.  
 
12.5.3. Assessment of practice placements 
 
 
Findings from the supplementary study, made clear that there are issues pertaining to the way in 
which practice placements are assessed. One tutor in the supplementary study pointed out that, as 
the nurse education programme has a substantial practice component, this should be represented 
within students’ degree classification. One could question, however, whether this is desirable when 
the system for practice placement grading is so clearly prone to the influence of individual 
variations, personal relationships, and subjectivity. Specifically in relation to students of nursing, 
Francis (2015) points towards concerns that processes within universities are biased against 
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students. This may prevent them from speaking up when something goes wrong. Francis (2015) 
argues that, as students move around between placements frequently, they can have a particularly 
important role with regard to spreading good practice. However, this is impaired when the grading 
system can be used as a power mechanism to silence them. 
 
Francis (2015) recommends that the students’ progress should be monitored after they raise 
concerns, to ensure that no sudden, unexplained dips appear in their performance assessments. 
Furthermore, the introduction of separate practice supervisors and assessors under the new NMC 
standards (NMC, 2018) may help reduce subjectivity regarding placement grading. However, as 
tutors in the main study pointed out, the practice supervisor will, most likely, still influence the 
student’s grade by providing feedback to the assessor. As pointed out in the supplementary study, it 
is very difficult to check whether a student is being marked down after speaking up, as the person 
marking the student will be unlikely to admit to this. It may not always happen deliberately: 
subconscious factors could also play a role. 
 
Taking these factors into account, I argue that it cannot reasonably be assumed that practice grades 
always provide an accurate reflection of a student’s performance. Several tutors in the 
supplementary study suggested moving from a grading system to a pass/fail system. They stated 
that it is easy for assessors to mark a student down after speaking up, but that it is much harder to 
actually fail a student for this reason. Within a pass/fail system, the possibility for students to, after 
speaking up, receive a lower pass grade which negatively impacts their degree classification will 
disappear. Introducing a pass/fail system (which is, as pointed out in the supplementary study, 
already employed by a variety of universities) may therefore be the best solution to address the 
issues with placement assessment. 
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12.5.4. Inter-professional education for undergraduate medical and nursing students 
 
 
With regard to the hierarchical attitudes of doctors towards nurses, tutors in the supplementary 
study spoke about the potential benefits of inter-professional education for medical and nursing 
students, in order to counter negative stereotypes prior to qualification. Some tutors had positive 
experiences with this.  
 
Embedding inter-professional aspects into the nursing and medical undergraduate curricula may 
help students understand and respect each other’s role to a greater extent. A systematic review by 
Lapkin, Levett-Jones, and Gilligan (2013) showed that inter-professional education can potentially 
enhance students’ perceptions towards inter-professional collaboration and clinical decision-making. 
A study by Butterworth et al. (2018) in which medical students participated in a one-week nursing 
rotation showed that their perceptions of nurses shifted from doctors’ ‘helpers’ to collaborative and 
patient-centred professionals. However, often, education curricula are very full, meaning that inter-
professional education needs to be ‘squeezed in’. When an inadequate amount of time is being 
taken (e.g. a one-off course, which only lasts for a few hours), inter-professional education may have 
an adverse effect, reinforcing existing stereotypes (Reid et al., 2018). Inter-professional education 
may, thus, be beneficial, but it requires careful deliberation and taking sufficient time.   
 
12.6. Recommendations for clinical practice environments 
 
 
12.6.1. Monitoring students’ wellbeing in relation to speaking up 
 
 
Based on the aforementioned Freedom to Speak Up review (Francis, 2015), recommendations were 
made to improve the NHS and create an environment that places importance on transparency and 
learning from mistakes, rather than on blame (Health Education England, 2019a). Francis (2015) 
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states explicitly that all recommendations in the report should be applied – with the necessary 
adaptions – to students, as a particularly vulnerable group.  
 
One of the recommendations was the appointment of ‘Freedom to Speak Up Guardians’ (FTSUGs) in 
NHS trusts (Francis, 2015). FTSUGs have the duty to protect patient safety and quality of care, 
improve workforce experiences, and promote learning, by ensuring that a positive culture exists in 
relation to speaking up, barriers are addressed, issues are used as learning opportunities, and people 
feel supported (Health Education England, 2019a). There are different ways in which the FTSUG role 
is carried out in NHS trusts, and an evaluation is currently taking place (University of Cardiff, n.d.). At 
the time of writing, it is unclear to what extent students are supported by FTSUGs in different trusts. 
It is important that students are made aware of the presence of the FTSUG, and know how to reach 
this person. 
 
In addition to the FTSUG, the recommendation was made to appoint an independent person to 
advise and monitor the wellbeing of students who raise concerns (Francis, 2015). The separate ‘NHS 
Staff and Learners’ Mental Wellbeing Commission report’ (Health Education England, 2019b) 
recommended the appointment of ‘NHS Workforce Wellbeing Guardians’ within trusts, as well as 
personal wellbeing tutors with dedicated, protected time to conduct a wellbeing ‘check-in’ for all 
students after starting a placement. It is, as of yet, unclear how all these individuals relate to each 
other. As the Freedom to Speak Up review (Francis, 2015) and the research in relation to the NHS 
Staff and Learners’ Mental Wellbeing Commission report (Health Education England, 2019b) were 
conducted separately, with different purposes, recommendations from both reviews might be 
implemented separately as well. I acknowledge that, in order to prevent the groupthink that is likely 
to have contributed to issues with speaking up in the NHS in the first place (de Silva, 2014), it is 
important that the FTSUG, the person monitoring the wellbeing of students who raise concerns, the 
Wellbeing Guardian, and the personal wellbeing tutor are separate roles. Nevertheless, it needs to 
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be prevented that they work completely independently from each other. Leaders in trusts need to 
ensure that these professionals share best practice, and operate in an inter-connected manner, so 
that, together, they can contribute to a safe learning environment, in which students feel confident 
to raise concerns without this negatively affecting them, their position, or their personal wellbeing. 
 
12.6.2. Countering the hierarchical attitudes of doctors 
 
 
Findings from this research indicate that a hierarchy between doctors and nurses still persists. Some 
qualified doctors, like the medical students in Butterworth et al.’s (2018) research still appear to see 
nurses as helpers, rather than independent, knowledgeable professionals. However, in recent years, 
the nursing profession has become much more scientific. One tutor in the supplementary study 
suggested organising education for doctors in NHS trusts, so that they can be made aware of the 
nature of the nursing degree programme, and the skills that newly qualified nurses have today. This 
may contribute to a diminishing of hierarchical attitudes.  
 
Another tutor in the supplementary study pointed towards Schwartz rounds, as a potential platform 
for doctors and nurses to share vulnerability in practice environments. Schwartz rounds were 
originally developed to promote and sustain compassionate care, and have since been widely 
adopted within organisations, to improve staff well-being (Robert et al., 2017). In a Schwartz round, 
which lasts for one hour, an inter-professional panel presentation takes place, in which panel 
members focus on their experiences regarding the emotional impact of patient care and working 
with colleagues. Subsequently, a facilitator guides a discussion, which allows space for the panel and 
the audience to reflect, and talk about similar experiences (Robert et al., 2017). In order for Schwartz 
rounds to be successful, good facilitation is key. In the UK, the Point of Care Foundation, the 
organisation holding the licence for Schwartz rounds, requires all facilitators to undergo training 
(Taylor et al., 2018). Many facilitators have backgrounds in the fields of psychology or social work. It 
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is important that facilitators are appropriately supported to carry out their role, and that they do not 
carry the responsibility for the Rounds on their own (Taylor et al., 2018). 
 
Schwartz rounds are organisation-wide and inter-professional (all staff are welcome), and focus on 
discussing the human dimensions of patient care (Robert et al., 2017). They are not intended to 
solve problems. As such, they provide a ‘counter-cultural space’ (Taylor et al., 2018) that shifts the 
focus away from the protocol- and outcome-driven clinical practice environment. Rounds help 
normalise the presence of emotions, and create a shared understanding between colleagues. 
Because the personal aspects of working in healthcare are openly discussed, they reduce the sense 
of hierarchy between staff (Point of Care Foundation, 2016). Seeing beyond professional identities 
creates a greater sense of inter-connectedness (Point of care Foundation, 2016).  
 
Attending Schwartz rounds is voluntary (Robert et al., 2017). This is an inherent feature of Rounds, 
which is important to the process. However, it may also lead to a self-selecting audience of staff who 
are naturally more focused on discussing emotions, and are more willing to do this. The doctors 
described by students in the main study, who showed a highly hierarchical attitude and were 
unwilling to listen to nurses, may be less likely to come to Rounds. The Point of Care Foundation 
(n.d.) suggests several methods of advertising Rounds in organisations (such as posters, intranet, 
presentations from facilitators, and including messages about Rounds in payslips). At the moment, 
the facilitators of Rounds are often ‘Rounds champions’ within organisations, motivating others to 
be involved (Maben et al., 2017). However, I suggest that it is important to create a wider word-of-
mouth culture around Rounds, in order to motivate those ‘hardest to reach’ professionals (whose 
attendance would, arguably, be the most beneficial) to take part. Word-of-mouth strategies can 
drastically extend or multiply the effects of advertising (Hogan, Lemon & Libai, 2004). Rounds 
facilitators in organisations should coach all staff who have had positive experiences attending 
Rounds to become Rounds champions themselves. Those least likely to attend Rounds may be more 
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motivated to come when colleagues with whom they work closely, and who they respect, show 
enthusiasm for Rounds, and stimulate them to attend.  
 
12.6.3. Recommendations in relation to the new NMC standards 
 
 
With the introduction of the new NMC standards (NMC, 2018) changes will have to be made to the 
way in which practice learning is structured. This comes with several opportunities and challenges. A 
shift in thinking and working is necessary. 
  
12.6.3.1. Peer support 
 
 
Tutors in the supplementary study pointed towards the importance of peer support (students 
supporting each other) to counter feelings of loneliness and isolation in clinical practice 
environments. They believed that, under the new NMC standards (NMC, 2018), the discontinuation 
of the rule that students have to be with a mentor for 40% of the time might lead to trusts being 
able to take on more students, generating an increased level of peer support. It is, at the time, 
however, unclear whether this will actually be the case. Adjusting to the new NMC standards will 
take time, and trusts will need to identify and prepare a sufficient number of practice supervisors 
and assessors before any decisions regarding student numbers can be made. Furthermore, there are 
some disadvantages to having more students working in practice areas. A sense of belonging in the 
professional team is very important for students (Bellefontaine, 2009). Nursing cliques are known to 
exist, which can negatively impact the working environment (Powers, Normand & Whitcomb, 2014). 
There is a risk that students in the practice environment will form their own clique, which may 
impair their collaboration with other staff members. The ‘urban myths’ that can do the rounds 
amongst students, as pointed out in the supplementary study, may be shared and reinforced 
amongst the ‘student clique’. The suggestion of tutors in the supplementary study to have ‘buddy 
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systems’ in practice environments could work, but I suggest that the ‘buddy’ should be a newly 
qualified nurse rather than a fellow student. Due to having recent experience in the ‘student role’, as 
well as being part of the nursing team, a newly qualified nurse could form a bridge between the 
student and qualified staff, and help the student integrate within the professional team.   
 
12.6.3.2. Organising practice supervision 
 
Tutors also pointed towards the notion that, under the new NMC standards (NMC, 2018), students 
will be able to work with a greater variety of staff members. They considered this to be beneficial 
with regard to the inclusion of students in professional teams. Additionally, it was argued that it 
might lead to students having a wider pool of role models to choose from. Working with more 
people may be positive, but leaders should ensure that this is organised appropriately, so that the 
student’s learning experience does not become fractured and inconsistent. As, under the new 
standards, other registered health and social care professionals may be practice supervisors, rather 
than just registered nurses, there may be more opportunities for inter-professional working. 
Potential gains can be made here if leaders in NHS organisations identify potential practice 
supervisors from other professional groups (such as doctors, physiotherapists etc.) and invest in 
getting them on board at an early stage. If this is not done, there is a risk that the involvement of 
other professional groups in the supervision of students of nurses remains theoretical. 
 
12.6.3.3. Supporting practice supervisors 
 
 
Tutors in the supplementary study argued that the negative attitudes that mentors can have 
towards students may come from them feeling overburdened and insecure in their role. The NHS 
Staff and Learners’ Mental Wellbeing Commission report (Health Education England, 2019b) states 
that the Workforce Wellbeing Guardian needs to ensure that appropriate training is provided to 
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assessors and supervisors, so that they will have the skills to support and nurture students. 
Transitioning towards working under the new NMC standards, it was pointed out in the 
supplementary study that training for future practice supervisors is being organised regarding the 
role and its responsibilities. However, this is only a one-off event.  
 
It is important that practice supervisors feel confident and supported to positively take on the role. A 
pilot within the Heart of England Foundation Trust was carried out in relation to a ‘Clinical Education 
Mentorship Support Team’ (Winterman et al., 2014). Tasks of the support team consisted of, for 
instance, linking with mentors to ensure the creation of a positive and supportive learning 
environment, helping mentors create learning opportunities to support students’ personal learning 
objectives, and helping mentors to develop constructive feedback for students. Furthermore, the 
team covered mentors’ clinical duties, so that they would have time to undertake activities in 
relation to the mentor role (Winterman et al., 2014). It would be beneficial to identify the needs of 
prospective practice supervisors in trusts, so that support structures can be set up to help them 
carry out their duties. 
 
12.7. Recommendations for future research  
 
Within this research (main study), a cross-sectional design was employed. The reason for this, and 
the limitations associated, are detailed in section 12.9.4. Although a longitudinal study was not 
possible in this case, it would be interesting to use the theory and framework upon which this 
research was built to design longitudinal research in the future. Furthermore, it would be desirable 
to conduct further research with a larger sample of participants. 
 
The professionals (currently ‘mentors’, but in the future ‘practice supervisors’) who work with and 
supervise students in clinical practice environments were frequently mentioned by both students in 
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the main study and tutors in the supplementary study. Within the time frame of the PhD, it was not 
possible to include this group within the research. However, particularly in the light of the 
implementation of the new NMC standards (NMC, 2018), it would be very helpful to conduct 
interviews or focus groups with these professionals, in order to gain information regarding their 
experiences supervising students, and find out what their support needs are.  
 
This research focused specifically on students of adult nursing. It would be interesting to carry out 
the same research with students of child and mental health nursing (or even midwifery and 
paramedic science), and see if findings differ between these groups.  
 
Further research could be conducted in clinical practice environments using, for instance, 
participatory observation. Through such ethnographic research, it would be possible to observe 
students and the professionals they work with, in order to get an insight into the behaviours and 
relationships that play a role in relation to values based practice.  
 
Lastly, I would be interested in conducting similar SJT research with students in fields other than 
healthcare. An SJT – based on relevant values for the respective professions – could, for instance, be 
developed for those studying to become school teachers, or those aiming for a career within the 
finance industry. It would be interesting to use such an SJT to examine values prioritisation amongst 
students with differing levels of experience within these sectors.  
 
12.8. Reflexivity and rigour 
 
As described in chapter 4, this research was underpinned by a dialectic between two paradigms: 
post-positivism and constructivism. Within both these paradigms – albeit in different ways and to 
different extents – the influence of the researcher on the research conducted is acknowledged 
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(Potter, 2006; Adam, 2014). To consider the person conducting research as completely separate 
from the research itself is indicative of naivety: Even when quantitative methods or tools are 
employed that aim to capture data in an ‘objective’ way, the personal influence of the researcher is 
reflected in the choices for these methods or tools (Steier, 1991). Where reflexivity is considered, 
this researcher-research interaction is acknowledged (Steier, 1991). The inclusion of self-reflection 
and self-description add to the rigour of a study: These elements help to take into account and 
reduce researcher bias, and enable researchers to discuss their position and the influence of 
personal beliefs and past training (Hadi & Closs, 2016). For this reason, I consider it important to 
reflect on my personal journey as a researcher.  
 
My undergraduate education – and, thus, my initial research socialisation – took place within the 
field of psychology. This education was very much focused on quantitative research and methods, 
and instilled in me a post-positivist research philosophy, which still dominated my thinking upon 
commencing the PhD. The decision to use an SJT within my research was birthed from this 
philosophy. Over the duration of the PhD, however, I learned more about the nature of (for instance, 
phenomenological) research within nursing, and the disciplines of theoretical and applied ethics. 
Through reading literature from these fields, and having discussions with my supervisors, I came to 
new insights, which inspired reflection on my philosophical stance. As I increasingly familiarised 
myself with qualitative ways of inquiry, I came to realise that the post-positivist philosophy alone 
does not have to define my worldview and approach to research. This led me to adopt the 
perspective of dialecticism, which, in turn, underpinned my decision to use qualitative methods 
(free-text question, discussion sessions, interviews) in addition to the SJT. 
 
The interaction between, particularly, the fields of psychology and ethics influenced my research not 
only on a paradigmatic level, but also on the more concrete level of content, in terms of discipline-
specific theory. An important thing that I came to realise over the duration of the PhD is that the 
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boundaries between academic disciplines can lead researchers to become blindsided. Combining 
psychological and ethical theory led me to be less presumptuous and adopt a more open research 
attitude. Within this thesis, I considered moral values (and the associated theory) to be part of a 
wider, psychological framework of axiology. This influenced how I developed the SJT scenarios and 
response options, which added to the SJT’s novelty and originality. However, inevitably, this unique 
approach – underpinned by my personal disciplinary background and knowledge – put a personal 
stamp on the SJT. Particularly because the use of an SJT within this thesis was based on post-
positivist assumptions, it was important to take measures to increase its ‘objective’ assessment 
quality. The extensive development process outlined in chapter 6 added to this, through the 
involvement of a range of Subject Matter Experts, and the use of statistical criteria to determine 
reliability and validity, and eliminate poorly performing items.  
 
Within the main study, the use of the SJT was mixed with qualitative data collection in the form of a 
free-text question and discussion sessions. The SJT scenarios formed the basis for this question and 
the discussion sessions and, as such, set boundaries for the scope and analysis of the data. In this 
context, it is relevant to consider the etic-emic debate (Pike, 1954, cited in Terkourafi, 2009), which 
originates from the discipline of anthropology. The etic perspective is concerned with using 
structures developed outside of a culture as a framework to study this culture (Willis, 2007), 
whereas the emic perspective represents the internal language and meaning of a particular culture 
(Merriam, 2009). The boundaries set by the theory-based SJT dictated, to some extent, an etic focus. 
According to Pike (1954, cited in Terkourafi, 2009), however, the dichotomy between etic and emic 
is not rigid: Etic and emic are complementary, and can be combined. By simultaneously centring on 
how students gave meaning to the SJT scenarios in the context of their personal experiences, an 
emic component was added. 
 
 
 
294 
 
With regard to the qualitative data collection, I developed questions for, facilitated, and analysed 
the discussion sessions and interviews myself, which, again, added a personal component, 
influenced by my background and beliefs as indicated above. Although there might have been 
possibilities to reduce my personal influence – such as, for instance, asking another person to fulfil 
the facilitator role – I considered my involvement in all stages of the research to be a vital part of the 
PhD learning experience. As discussed in chapter 7.6, qualitative methods and analysis are, by 
nature, subject to interpretation, and debate exists as to whether or not this is desirable (Guest, 
MacQueen & Namey, 2012). From a constructivist perspective, there is an objection to banning the 
‘personal’ from research (Steier, 1991): Recognising how we, as researchers, relate to and co-
produce our research can provide a helpful way of understanding those we study (Steier, 1991). 
Nevertheless, it should be acknowledged that, even with appropriate reflection, there will always be 
elements of our own subjectivity of which we are not consciously aware, or that we are unable to 
sufficiently understand. Guest, MacQueen & Namey (2012) argue in favour of minimising such 
indeterminate subjectivity. In this respect, rigour was added through peer debriefing (Hadi & Closs, 
2016) with scribes who were present during the discussion sessions, and the involvement of another 
researcher in the analysis of free-text answers and discussion sessions (chapter 7.6). Furthermore, 
inductive, data-driven coding for free-text answers, discussion sessions and interviews was kept as 
close to the data as possible, in order to prevent indeterminate subjectivity at the coding stage. 
Additionally, I provided ‘thick description’ (Hadi & Closs, 2016) in the form of detailed information 
on qualitative data collection methods (chapters 7 and 10) and analysis, as well as comprehensive 
code books (Appendix 6), enabling the reader to draw his or her own conclusions regarding the data 
and my interpretation thereof. Following Braun and Clarke’s (2006) six stages for thematic analysis, 
and adhering to their corresponding 15 point checklist for good thematic analysis (Braun & Clarke, 
2006), I ensured that criteria in relation to transcription, coding, analysis, and reporting were met. 
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12.9. Strengths and limitations 
 
12.9.1. Mixed methods design 
 
 
The scoping literature review (chapter 2), showed that most studies in relation to the change or 
stability of values in students of nursing were either quantitative or qualitative. Quantitative studies 
provided scores indicating whether or not values changed over time, or differed between year 
groups, but information regarding influential factors was often limited or speculative. Qualitative 
studies, on the other hand, provided a large amount of context regarding these influential factors, 
but lacked a clear framework for defining and assessing values. With the mixed methods approach, I 
was able to combine both aspects, and, as such, provide a more comprehensive picture of students’ 
values than seen in many other studies. Adhering to the principles of dialecticism (chapter 4), the 
different perspectives (post-positivism and constructivism) underpinning the use of quantitative and 
qualitative methods led to different insights that complemented each other. 
 
To ensure appropriate reporting of the findings within this thesis, I adhered to the ‘Good Reporting 
of a Mixed Methods Study’ (GRAMMS) framework (O’Cathain, Murphy & Nicholl, 2008). In 
accordance with this framework, the justification for the use of mixed methods to answer the 
research question was provided (chapters 2.12 and 4), and information was given regarding the 
design, in terms of purpose, priority, and sequence of the methods (chapter 5). Furthermore, a 
description of sampling, data collection, and analysis in relation to each method was included 
(chapters 6, 7, and 10), as well as information regarding the integration of methods, and the insights 
gained from this (chapter 9 for the integration of quantitative and qualitative data in the main study, 
and chapters 12.2 and 12.3 overall). In further conformity with the GRAMMS framework (O’Cathain, 
Murphy & Nicholl, 2008), limitations of one method, associated with the presence of the other, are 
discussed below.  
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A main limitation in relation to the mixed methods design was time. On each data collection day 
within the main study, there was only one hour available, within which both the SJT taking and the 
discussion sessions had to take place. Although the average time to fill in the SJT was approximately 
20 minutes, some students took longer, causing less time to remain for the discussion sessions. I had 
originally intended for these sessions to last for 30 minutes, but, as can be seen in chapter 7.3, their 
ultimate duration was only between 15 and 22 minutes. Fortunately, data from the discussion 
sessions was relatively rich, and was supplemented by students’ free-text answers. However, this 
example shows that, within mixed methods research, one data collection method can compromise 
the other.  
 
The SJT was anonymous, meaning that data integration for main study participants at the individual 
level was not possible. Both positive and negative aspects would have been associated with a less 
anonymous process. It would have been interesting to examine patterns between individual 
participants’ SJT scores and their comments in the discussion sessions. However (apart from the 
practical and ethical implications associated with this), it is also possible that participants would 
have been inclined to be less honest in their responses to the SJT.   
 
For the supplementary study, PLTs had to be provided with the findings from the main study, so that 
they could reflect on these within their interviews. Getting these findings across was challenging. I 
appreciated that PLTs were busy, and, thus, did not have time to read a lengthy report, or attend an 
extensive presentation session. For this reason, a one page fact sheet (Appendix 5.2) was created for 
them to read prior to the interview. Although, within this, I tried to capture as much content as 
possible, it is conceivable that, due to the restrictions of the fact sheet, some information and 
nuance were missed, which may have unduly restricted the scope for reflection within the 
interviews. Nevertheless, the supplementary study provided valuable data in addition to the main 
study. 
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12.9.2. Use of the SJT 
 
 
The psychometric quality of the SJT appeared to be favourable in terms of internal consistency 
reliability and convergent validity. However, the psychometric quality of tests is normally tested with 
a much larger sample (DeVellis, 2012). The relatively low number of participants in the pilot sample 
can therefore be seen as a limitation. Developing and testing an instrument is a task of incredible 
magnitude, and can be the sole focus of a PhD (e.g. Byrd, 2006), whereas, in this case, it was only 
one aspect of the research. At this university, a limited amount of students were available to 
participate in the development sample. It might have been beneficial to explore opportunities to 
expand the sample (such as recruiting students from other universities), but this was not possible 
within the time frame of the PhD.  
 
With respect to validity, the question also remains whether assessing concepts as complex as values 
with an SJT – or any quantitative tool for that matter – may not be unduly reductive. The addition of 
qualitative data collection through the free-text question and discussion sessions aimed to address 
this, at least in part. It is unclear to what extent students’ answers actually reflect what they would 
do in practice. As one third year student voiced it: 
 
“The questions if asked whilst on duty may have been answered differently. Not sure they 
represent what I really would do in practice or just hypothetically.” – Third year student, free 
text answer. 
 
With its 28 scenarios, the SJT assessed the extent to which students, overall, prioritised the NHS 
Constitution values (or corresponding Schwartz values) over other, conflicting values. A lack of one-
to-one translation of the chosen response options for each individual scenario to clinical practice 
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situations would therefore not necessarily impair its validity. However, the fact that the exact 
relationship between the hypothetical and reality is unknown should be noted. 
 
Despite these limitations, the development and use of the SJT is a particular strength of this 
research. The in-programme (rather than recruitment) use of an SJT is novel, and the multi-faceted 
process in relation to (researching and preparing for) the SJT development (chapter 6) contributed 
significantly to the rigour of the research. Although other SJTs exist that aim to assess values (e.g. 
Health Education England, 2016b), this is, at the time of writing, the only SJT that is (a) specifically 
based on the NHS Constitution values, and (b) underpinned by axiological theory. This research 
confirms the importance of considering axiology (Kupperman, 2001) when studying values in 
students of nursing. A single value should never be seen as separate from the larger system within 
which it exists. As argued in chapters 2.12 and 3.2, this is often not acknowledged by those studying 
(moral) values, and I also argue that it is not sufficiently taken into account by those developing, 
disseminating and teaching values statements such as the NHS Constitution values. Conflicting 
values, such as interpersonal conformity and power (personal gain), appeared to be able to 
compromise the NHS Constitution values across the board. The significance of axiology is therefore 
one of the most important things to take away from this research. 
 
The SJT, as a product of this PhD research, may be used for future recruitment, research, and 
educational purposes. An adapted version of the SJT has been piloted for VBR purposes by the 
university where this research took place. Based on students’ reflections in the discussion sessions, 
some of the scenarios might benefit from amendments to increase clarity, and it would be useful to 
determine the SJT’s reliability and validity with a larger sample. However, once this has been done, 
the SJT can be a valuable instrument to use within future values research with students of nursing 
across different specialisations, and at different universities. Another opportunity for future use of 
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the SJT is within the classroom, where its scenarios could provide input for reflection and role play, 
as outlined under 12.5.2.3. 
 
 
12.9.3. Recruitment challenges and implications 
 
Although, at the time the main study took place, the university counted 105 students of adult 
nursing in the first year, 127 the second year, and 151 in the third year, only 37 students 
participated. Challenges existed regarding the recruitment of participants.  
 
I needed to arrange time slots to come into lectures and hold recruitment talks. In order to enable 
those who wished to participate to stay behind for the study, there had to be a gap in students’ 
timetable after the relevant lectures. This constraint, and the fact that most lectures scheduled to 
take place already had a full and pre-determined planning (leaving no time for my recruitment talk), 
made it difficult to find suitable times. As such, the eventually allocated slots did not provide optimal 
conditions for a good response rate (e.g. after a three hour session, when students were likely to be 
fatigued; at the end of the final lecture before the Christmas holidays; in a lecture where a fellow 
researcher was simultaneously aiming to recruit participants for another study). In two cases, the 
room students were in was booked by another party after the lecture. This meant that, instead of 
remaining seated, students had to move to a different room (and in one case, a different building, as 
there were no rooms available in the building where the lecture took place) to participate in the 
study, which created a potential barrier to participation.  
 
Such logistical challenges (e.g. obtaining permission to recruit and calendar issues) are common 
when planning the recruitment of undergraduate students in universities (Vadeboncoeur, Foster & 
Townsend, 2017). Another challenge is ‘recruitment fatigue’ (Vadeboncoeur, Foster & Townsend, 
2017): over the duration of their education programme, students are often asked to participate in 
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studies. Around the time of the main study, several other studies involving (adult) nursing students 
were being conducted at this university. Recruitment fatigue can lead to a poor recruitment uptake 
(Vadeboncoeur, Foster & Townsend, 2017). Researchers working on some of the other studies 
experienced similar challenges. One fellow researcher, for instance, sent out recruitment emails to 
an entire cohort of adult, child, and mental health nursing students, and received only one response. 
Speaking to third year students, it became clear that they felt overwhelmed by their coursework. 
This may have been a further reason for the low uptake of participants, particularly in this year 
group.  
 
Although recruitment challenges, thus, appear to be routine when it comes to conducting studies 
with undergraduate students (Vadeboncoeur, Foster & Townsend, 2017), the difference in the 
recruitment uptake between the SJT development pilot and the main study is notable. It is likely that 
the higher response rate in the SJT development sample is due to the fact that students were 
allowed to fill in the SJT (and the PVQ-RR as an additional questionnaire) in their own time. This was 
not the case for the main study, where students had to stay in a room whilst filling in the SJT, and 
participate in a subsequent discussion session. The perceived (time) investment may therefore have 
been higher for the main study.   
 
The relatively low number of participants has some implications for the validity of the study. Firstly, 
it meant that the sample was underpowered for some statistical tests. A consequence of 
underpowered studies is that the Type II error rate increases, meaning that the null hypothesis may 
be falsely retained (McCrum-Gardner, 2010). This may explain why some differences (for instance, 
the difference in the mean total SJT score between year one and year two, as well as the differences 
in the mean scores for some of the individual items) were not statistically significant despite large 
effect sizes. The lower numbers of participants did, however, have a positive influence on the 
discussion sessions. The numbers of participants in the discussion sessions ranged from six to 15 
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participants, which is similar to the number of participants normally found in a focus group (Kinalski 
et al., 2016). The discussion sessions, therefore, took on the nature of a focus group, and I was able 
to moderate them as such. This would not have been possible with a larger group of participants.   
 
12.9.4. Cross-sectional design 
 
 
When conducting research with the aim of theorising whether a change in values takes place in 
students over time, a longitudinal design would be the obvious choice. An earlier version of the 
research proposal focused on conducting a longitudinal study, in which the same participants would 
be asked to fill in the SJT at different points throughout their education programme. Although a 
Favourable Ethical Opinion (FEO) was obtained by the University Ethics Committee, it was raised by 
experts in nursing ethics that it would be unethical to repeatedly expose participants to the SJT, 
without providing any contextual information. The possibility of a hidden curriculum was present: 
The SJT presented students with only four response options to each scenario. It was feared that 
students might assume that these four options were the only achievable or suitable options to deal 
with these scenarios in practice, whereas, in reality, a multitude of responses would be possible. 
Furthermore, in a longitudinal design, there would have been no possibility to provide feedback to 
students until the end of the study, meaning that unethical responses (some of the response options 
related to dishonesty, or potential harm to patients) would go uncorrected for a long time. For these 
reasons, the study proposal was rewritten to reflect a cross-sectional design, which provided the 
possibility for the discussion sessions, giving students the opportunity to contextualise the SJT 
scenarios and response options. Outside of the study, students were provided with the scenarios 
again, and were given debriefing information to help them interpret these in the context of their 
education.  
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With a longitudinal design, it would have been possible to see whether values in the same students 
changed as they progressed through their education programme. With the cross-sectional design, 
this was not a possibility. Although the outcomes of the main study suggest a pattern in which 
students’ values decrease with each year on the education programme, it cannot be concluded with 
certainty that this is the case. Although some potential confounding factors were taken into account 
in the multiple regression model (chapter 8.3.5), there is a possibility that other factors within the 
different year groups influenced the study outcomes. It is, for instance, possible, that students in the 
third year group had a lower congruence with the NHS Constitution values to begin with.  
 
One aspect that may have been of influence is the funding of nurse education in England. Until 
recently, students who commenced a nursing course were entitled to NHS bursaries. These were 
discontinued on the 1st of August, 2017 (Department of Health and Social Care, 2017), meaning that 
the third year students who participated in the main study (2016 cohort) still received them, 
whereas second (2017 cohort) and first (2018 cohort) year students did not. It is possible that the 
values of those who apply for a nursing course with a bursary differ from those who apply when they 
have to pay the tuition fees themselves. 
 
12.9.5. Measurement of age and previous healthcare education/experience 
 
As seen in chapters 8.3.4 and 8.3.5, no significant associations with SJT score were found for 
students’ age and previous healthcare education in the main study. The fact that participants’ ages 
were registered in groups rather than individually (due to issues with potential identifiability, as 
explained in chapter 6.3.5) may have had an effect on the sensitivity of the analysis. Participants 
were asked to state whether they had previously undertaken any form of formal healthcare 
education or training as a proxy for previous experience. The rationale behind this was that this is 
more concrete than asking about ‘experience’, and that having previous experience would 
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automatically imply having undertaken some kind of formal training. With hindsight, I recognise that 
this reasoning may have been flawed. Were I to conduct this research again, I would ask participants 
directly about their previous healthcare experience (as well as the length/duration of this 
experience), so this could be taken into account within the analysis. Due to the low sample size of 
the study, no distinction could be made between different types of previous healthcare education in 
the statistical analysis. Additionally, it was unclear to what extent students’ previous education 
included elements related to values or ethics. All of these factors can be seen as limitations.  
 
12.9.6. Generalisability 
 
 
Certain aspects of this research may pose some questions regarding its generalisability. This relates 
to the fact that the research was conducted at one university only, the use of opportunity sampling 
throughout all research phases, the relatively low sample sizes, and the disproportionate female to 
male ratio. This research should be seen as exploratory. Further research, in line with the 
recommendations made in chapter 12.7, may be conducted in the future.  
 
 
304 
 
Chapter 13. Conclusion 
 
 
13.1. Findings and VBR 
 
 
This research was set within the context of VBR, defined by Health Education England (2016a. p.5) as 
‘an approach which attracts and selects students, trainees or employees on the basis that their 
individual values and behaviours align with the values of the NHS Constitution’ (Health Education 
England, 2016a, p.5). However, if there is one thing that the findings of this research confirm, in line 
with theory and literature presented in chapter 1.6, it is that the construction and development of 
values is not individual. Values appear to be compromised and re-prioritised upon socialisation 
within the clinical practice environment, as students progress through their education programme, 
and challenging experiences involving other people seem to play a large role in this. One can 
therefore question the effectiveness of a recruitment strategy based on ‘individual’ values. 
 
This does not necessarily imply that VBR in relation to the selection of students of nursing is a 
pointless exercise. It is still possible that selecting candidates whose initial value congruence with 
the NHS Constitution values is high is of some benefit. One could argue that, if moral values are 
likely to become compromised, it may be good to ‘start off with an advantage’. On the other hand, it 
is also possible that students with a greater sense of initial idealism will, to an increased extent, 
experience the ‘reality shock’, moral distress, and cognitive dissonance, which could lead to a 
greater negative values change within these students upon exposure to the clinical practice 
environment. This is something that my research, due to its cross-sectional design, was unable to 
provide insight into. As outlined in chapter 12.7, further, longitudinal, study is recommended.  
 
Regardless of VBR, findings of this research emphasise the importance of acknowledging the value 
conflicts and challenges that students will experience after being recruited onto the nurse education 
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programme, upon exposure to the clinical practice environment. Education institutions and 
placement organisations should put measures in place to address this (chapters 12.5 and 12.6). 
 
13.2. Unique contribution to knowledge 
 
Over the course of this PhD, I developed an SJT (objective 1), and used this to (quantitatively) 
identify differences in values between first, second, and third year students (objective 2). Through a 
free-text question and discussion sessions, I was able to generate insights into the considerations 
and reflections of these students regarding a range of SJT items (objective 3). A deeper 
understanding of the findings, and invaluable input for recommendations, were gained through 
interviewing PLTs (objective 4). The overall research aim of identifying and exploring differences in 
values between students in different year groups, and theorising how these values may change over 
the duration of the programme, upon exposure to clinical practice, has been met.  
 
As outlined in chapters 12.9.1 and 12.9.2, novelty and unique contributions to knowledge can be 
found in the mixed methods approach to studying values (underpinned by a dialectic, dual-
paradigmatic stance), the employment of the axiological framework which underpinned this 
research and the development of the SJT, and the in-course (rather than recruitment) use of an SJT. 
Furthermore, the SJT itself can be used for further research and educational purposes. The value of 
the research presented in this thesis has, thus, been clearly demonstrated. Although, based on the 
limitations pointed out in chapter 12.9, there are, of course, some changes I would make, were I to 
undertake this process again, I am proud of the result, and confident that this has the potential to 
form a solid basis for future projects.   
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synthesis (1, 
2, 3, or 4): 
Number of 
participants 
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Main strengths 
identified: 
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Altun and 
Ersoy (2003) 
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design) 
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2  n=77 at the first 
moment of 
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55 at the last 
moment of 
measurement 
Questionnaire with clear, 
unambiguous questions 
used. 
The test (χ2) chosen for 
statistical analysis does not 
appear to be the right fit for 
the data. 
Conclusions drawn based on 
percentages, but lacks in 
statistical significance are 
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Arangie-
Harrell (1998) 
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States 
Original research, 
PhD thesis, 
quantitative 
(longitudinal 
design) 
Students’ moral 
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Results discussed in a 
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necessarily reflecting the 
data. 
Aydin, Mine & 
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(2017) 
Turkey Original research, 
qualitative and 
quantitative 
(cross-sectional 
design) 
Students’ opinions 
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38 fourth year 
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statistical methods used 
(χ2 test). 
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both groups (first year 
group more than twice the 
size of fourth year group). 
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or discussed: 
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synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Björkström, 
Athlin & 
Johansson 
(2008) 
Sweden Original research, 
quantitative 
(longitudinal 
design) 
Students’ and 
graduates’ 
judgement of their 
professional self in 
terms of values 
1 n=163, 124, and 
82 at three 
different 
moments of 
measurement 
Appropriate use and 
interpretation of 
statistical methods used 
(Mann-Whitney U-test). 
Relatively low proportion 
out of total sample filled in 
the instrument at all three 
moments of measurement 
(67 participants). 
 
Blowers 
(2018) 
United 
Kingdom 
Original research, 
qualitative  
Students’ 
professional 
integrity, values and 
socialisation 
1, 2, 4 n=4 students, 5 
mentors, 6 
lecturers for 
interviews, 8 
students for 
focus groups 
Multiple perspectives 
included, providing a 
well-rounded picture. 
Findings confirmed 
through additional focus 
group discussion. 
Relatively low number of 
participants within the 
different groups, potentially 
causing issues with the 
generalisability of the 
results. 
Bolan and 
Grainger 
(2009) 
Canada Original research, 
quantitative 
(longitudinal 
design) 
Students’ 
perceptions of 
nursing (including 
values) 
1, 2 n=213 at first 
moment of 
measurement 
(year 1), 140 at 
final moment of 
measurement 
(year 4) 
Power analysis conducted 
and reported. Study has 
sufficient power. 
Appropriate use of 
statistical methods 
(repeated measurements 
ANOVA and paired t-test) 
 
Relatively low internal 
consistency (Cronbach’s 
alpha) found for one of the 
scales used. 
Number of students 
participating in years 2 and 
3 not reported. 
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or discussed: 
Reason to 
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synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Borhani, 
Abbaszadeh & 
Mohsenpour 
(2013) 
Iran Original research, 
qualitative  
Students’ ethical 
sensitivity 
3 n=8 Coding of data completed 
by two separate 
researchers, and inter-
rater agreement 
reported.  
Data verification by 
asking participants to 
confirm extracted 
themes. 
Low number of participants, 
potentially causing issues 
with the generalisability of 
results. 
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
Burger et al. 
(2014) 
United 
States 
Discussion article Incivility among 
nursing staff, and 
the influence this 
may have on 
students 
4 N/A Clear argumentation 
throughout the article. 
Statements made in the 
article may be biased 
towards the authors’ 
opinion, and are not always 
sufficiently supported by 
literature. 
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year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Callwood, 
Bolger & Allan 
(2017); 
Callwood, 
Groothuizen & 
Allan (2018); 
Groothuizen, 
Callwood & 
Allan (2019) 
United 
Kingdom 
Original research, 
qualitative 
(longitudinal 
design) 
Healthcare 
students’ (including 
nursing students) 
values in the 
context of VBR. 
1, 2, 4 n=42 (of which 
25 nursing 
students) at 
first data 
collection 
point; n=28 (12 
nursing 
students) at 
second data 
collection 
point; n=25 (11 
nursing 
students) 
Sufficient information 
provided regarding the 
process of coding and 
analysis, supported by 
theory. 
 
Relatively low numbers of 
students for different 
professional groups, 
potentially causing issues 
with generalisation of 
findings. 
Large attrition numbers for 
nursing students. 
Unequal numbers of 
students within focus 
groups, potentially leading 
to different dynamics. 
Čukljek et al. 
(2019) 
Croatia Original research, 
quantitative 
(longitudinal 
design) 
Students’ attitudes 
and values towards 
nursing 
1 n=266 at first 
moment of 
measurement, 
n=235 at 
second 
moment of 
measurement 
High percentage of 
participant uptake from 
total student population, 
relatively low attrition 
rate. 
Sufficient reliability for 
scale used, re-
determined with current 
sample. 
Errors and inconsistencies in 
the reporting of statistics. 
Speculative conclusion, 
potential for confounding 
factors insufficiently 
acknowledged. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Curtis (2014) United 
Kingdom 
Original research, 
qualitative  
Students’ 
vulnerability and 
courage in relation 
to learning 
compassionate 
practice 
2 n=19 In-depth data collected 
through interviews, 
generating meaningful 
data. 
Author situates the 
findings of the study 
within a relevant and 
logical theoretical 
context. 
Relatively low number of 
participants, potentially 
causing issues with the 
generalisability of results. 
Information about how 
coding was conducted is 
lacking. 
 
 
 
Day et al. 
(1995) 
Canada Original research, 
qualitative 
(longitudinal 
design) 
Students’ beliefs, 
values and ideals in 
relation to nursing 
1, 4 n=131 (50 
primary 
informants, 81 
further 
participants 
who answered 
open-ended 
questions) 
Data analysis conducted 
by multiple researchers, 
and emerging categories 
verified by discussion.  
Little information 
mentioned regarding how 
initial coding was 
conducted. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Duquette 
(2004) 
Canada Original research, 
EdD thesis, 
qualitative (cross-
sectional design) 
Students’ and 
graduates’ 
formation of 
professional values 
1, 3 n=14 (six 
students at 
entry stage, six 
students at 
formal 
education 
stage, four 
graduates) 
In-depth focus groups 
and interviews 
conducted, generating 
meaningful data. 
Low number of participants, 
potentially causing issues 
with the generalisability of 
the results. 
 
 
 
Eby et al. 
(2013) 
United 
States 
Original research, 
qualitative  
Students’ moral 
integrity and moral 
courage, as 
perceived by 
members of a 
university faculty  
3, 4 n=120 Content analysis by 
multiple research team 
members, consensus 
determined. 
As participants were faculty 
members, they may have 
been biased regarding their 
own influences on students’ 
moral integrity and moral 
courage. 
Not all participants were 
involved in facilitating 
nurse-specific education, yet 
this is the main focus of the 
article. 
Emeghebo 
(2006) 
United 
States 
Original research, 
EdD thesis, 
qualitative (cross-
sectional design) 
Students’ and 
nurses perceptions 
of the nursing 
profession  
2, 4 n=13 (5 
students, 8 
registered 
nurses) 
In-depth interviews, 
generating meaningful 
data. 
Low number of participants, 
potentially causing issues 
with generalisability of the 
results. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Fida et al. 
(2016) 
Italy Original research, 
quantitative 
(longitudinal 
design) 
Moral 
disengagement 
amongst students 
3 n=866 at first 
moment of 
measurement, 
530 at second 
moment of 
measurement, 
505 at third 
moment of 
measurement. 
Large number of 
participants, indicating 
that findings may have a 
higher generalisability.  
Appropriate use, 
reporting, and 
interpretation of a variety 
of statistical methods. 
Potential confounding 
factors taken into 
account, and corrected 
for. 
Self-report measures used, 
which, as the construct 
assessed was socially 
undesirable, may not have 
been suitable. 
From (1991) United 
States 
Original research, 
EdD thesis, 
qualitative  
Students’ values 
and attitudes in 
relation to 
becoming a caring 
nurse 
1, 2 n=46 (four 
students to 
pilot the 
interview 
schedule, 42 
students in the 
general study 
sample) 
Characteristics of non-
respondents in 
comparison to 
respondents taken into 
account. 
Coding verified by two 
separate parties.  
  
Researcher personally knew 
many of the participants, 
potentially causing issues 
with impartiality. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Goldschmidt 
(2015) 
United 
States 
Original research, 
PhD thesis, 
qualitative and 
quantitative  
Students’ 
perspective 
transformation 
through education 
and their 
professional values 
1 n=355 Relatively high number of 
participants, indicating 
that findings may have a 
higher generalisability. 
Pilot study conducted to 
verify and improve use of 
instruments and 
methods. 
Reporting of statistics 
contains errors (i.e. the 
author confuses correlation 
coefficient r and p-value) 
Grilo et al. 
(2014) 
Portugal Original research, 
quantitative 
(cross-sectional 
design) 
Students’ and 
nurses’ orientation 
towards patient-
centeredness 
2 n=632 (238 first 
year students, 
156 second 
year students, 
130 third year 
students, 108 
registered 
nurses) 
Relatively high number of 
participants, indicating 
that findings may have a 
higher generalisability. 
 
Unequal numbers between 
different groups studied (for 
instance, the number of first 
year students is more than 
twice as high as the number 
of nurses). 
Relatively low internal 
consistency (Cronbach’s 
alpha) for the scale used. 
Authors state their beliefs 
that changes found are due 
to the education curriculum, 
but this cannot be 
concluded from the data.  
 
 
 
332 
 
Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Ham (2002) United 
States 
Original research, 
EdD thesis, 
quantitative 
(cross-sectional 
design) 
Students’ and 
nurses’ moral 
reasoning abilities 
in the form of 
nursing principled 
thinking 
3 n=232 (120 
registered 
nurses, 112 
students) 
Appropriate use, 
reporting and 
interpretation of 
statistical methods used. 
Author mentions Cronbach’s 
alpha for the scale used, 
previously established by 
the scale developer, which is 
low. Author does not re-
establish Cronbach’s alpha 
within her own study 
sample.  
Harper (2006) United 
States 
Discussion article Academic 
dishonesty in 
relation to unethical 
clinical practice 
behaviour  
3 N/A Discussion is sufficiently 
and appropriately 
supported by literature. 
Lack of information about 
how literature searches 
were conducted. 
Author fails to mention that 
correlational research does 
not imply causation. 
Hulsmeyer 
(1994) 
United 
States 
Original research, 
EdD thesis, 
qualitative 
(longitudinal 
design) 
Graduates’ caring 
and moral 
reasoning in the 
context of their 
education 
1, 3, 4 n=15 In-depth data collection 
through interviews. 
Low number of participants, 
potentially causing issues 
with generalisability of 
findings. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Jafree et al. 
(2015) 
Pakistan Original research, 
qualitative  
Ethical violations 
taught through 
hidden curriculum 
3, 4 n=42 (two 
nurse 
supervisors, 
eight nurse 
instructors, ten 
nurse ward 
heads, 11 staff 
nurses, 11 
students) 
Multiple perspectives 
taken into account, due 
to inclusion of multiple 
professional groups. 
Low number of participants 
for each professional group. 
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
Juujärvi (2006) Finland Original research, 
quantitative 
(longitudinal 
design) 
Moral reasoning in 
students enrolled 
on different 
programmes 
3 n=59 (16 
nursing 
students) 
Inter-rater agreement for 
scoring determined, in 
order to increase 
reliability.  
Low number of nursing 
students, potentially causing 
issues with the 
generalisability of the 
results.  
Results discussed in a 
speculative way, not 
necessarily reflecting the 
data. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Kaya et al. 
(2017) 
Turkey Original research, 
quantitative 
(longitudinal 
design) 
Students’ personal 
and professional 
values 
1 n=123 Use of multiple scales at 
the same time, 
potentially adding to the 
study’s validity. 
Reliability and validity not 
mentioned for all of the 
scales used. 
Article is written in poor 
English, at times making it 
difficult to see whether 
results have been reported 
appropriately.  
Khatiban et al. 
(2018) 
Iran Original research, 
quantitative (pre-
test/post-test 
design) 
Students’ moral 
decision-making, 
moral development 
and moral 
reasoning 
3 n=66, 33 in 
experimental 
group, 33 in 
control group 
Power calculation 
conducted, study 
sufficiently powered. 
Randomisation used. 
Use of a control group, to 
increase the possibility of 
drawing conclusions in 
relation to causality. 
Demographic factors 
taken into consideration. 
 
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
In their conclusion, the 
authors over-generalise 
their findings. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Kudo et al. 
(2013) 
Japan Original research, 
quantitative 
(cross-sectional 
design) 
Students’ ethics 
regarding patients’ 
rights 
2  n=3,417 (1,147 
first year 
students, 1,150 
second year 
students, 1,120 
third year 
students) 
Large number of 
participants, indicating 
that findings may have a 
higher generalisability. 
Participants from a 
variety of institutions, 
indicating that findings 
may have a higher 
generalisability. 
Relatively equal numbers 
between first, second and 
third year students. 
 
Research took place only 
among female students, 
potentially limiting the 
representativeness and 
generalisability of results. 
Results discussed in a 
speculative way, not 
necessarily reflecting the 
data. 
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
Larin et al. 
(2014) 
United 
States 
Original research, 
quantitative 
(longitudinal 
design) 
Students’ 
emotional-social 
intelligence, caring 
and moral 
judgement 
2, 3 n=132 (57 
physical 
therapy 
students, 55 
nursing 
students, 20 
Bachelor of 
Health Sciences 
students 
Use of several scales at 
the same time, 
potentially increasing 
validity of the results. 
 
Reporting about internal 
consistency for one of the 
scales appears uses 
inaccurate measure, and 
reliability is low. 
Reliability and validity not 
determined for use of scales 
with current sample.  
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Leners, Roehrs 
& Piccone 
(2006) 
United 
States 
Original research, 
quantitative 
(longitudinal 
design) 
Students’ 
professional values 
1 n=159 at first 
moment of 
measurement, 
128 at second 
moment of 
measurement 
High internal consistency 
for scale used, 
determined with current 
sample. 
Relatively low attrition 
rate. 
Appropriate use, 
reporting and 
interpretation of statistics 
(comparing means). 
Great potential for 
confounding external 
factors that were not 
corrected for, making it 
difficult to draw conclusions 
from the data. 
Lin et al. 
(2010) 
Taiwan Original research, 
quantitative 
(longitudinal 
design) 
Students’ 
professional values 
1 n=94 High internal consistency 
for scale used. 
Appropriate use, 
reporting and 
interpretation of 
statistics. 
Great potential for 
confounding external 
factors that were not 
corrected for, making it 
difficult to draw conclusions 
from the data. 
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
McSherry et 
al. (2017) 
United 
Kingdom 
Original research, 
qualitative (cross-
sectional design) 
Students’ values, 
attitudes and 
perceptions of 
compassionate care 
1, 2 n=22 (10 first 
year students, 
six second year 
students, six 
third year 
students) 
In-depth data collection 
through focus groups, 
generating meaningful 
data. 
Relatively low number of 
participants in each of the 
different year groups, 
potentially causing issues 
with the generalisability of 
the results. 
Different sizes of focus 
groups held (i.e. one of the 
‘focus groups’ consisted of 
only one student, whereas 
another consisted of six 
students). 
Insufficient information 
provided regarding the 
coding and analysis process. 
In the reporting of results, 
the distinction between 
first, second and third year 
students is not always clear. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Miers, Rickaby 
& Pollard 
(2007) 
United 
Kingdom 
Original research, 
qualitative and 
quantitative 
(longitudinal 
design) 
Students’ 
motivation in 
relation to the 
profession 
2  n=775 first year 
students, 393 
qualifying 
students (of 
which on 
respectively 
first and last 
moment of 
measurement: 
400/185 adult 
nursing, 59/41 
child nursing, 
67/31 mental 
health nursing, 
9/5 learning 
disability 
nursing 
students, other 
students from 
other health 
education 
programmes) 
Relatively high overall 
number of participants, 
indicating that findings 
may have a higher 
generalisability. 
Coding conducted by two 
independent researchers. 
Appropriate use of 
previous literature to 
provide context and 
shape research. 
Disproportion of different 
professional groups. 
Relatively high attrition rate. 
Numbers for some 
professional groups very 
small, despite high overall 
number of participants. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Muir-
Cochrane et 
al. (2017) 
Australia Original research, 
qualitative and 
quantitative (pre-
test/post-test 
design) 
Healthcare 
students’ (including 
nursing students) 
empathy and 
cultural 
competence, 
related to their 
values and beliefs 
2  n=43 for 
quantitative 
evaluation, 21 
for qualitative 
evaluation (of 
which 11 
nursing 
students).  
Using both quantitative 
and qualitative measures 
of evaluation, to verify 
results. 
Number of nursing students 
in quantitative evaluation 
not reported. 
Number of nursing students 
in focus group is relatively 
small, potentially causing 
issues with generalisation of 
findings.  
Arbitrary exclusion of a 
number of participants. 
Insufficient information 
provided on how the focus 
groups and interviews were 
analysed. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Murphy et al. 
(2009) 
United 
Kingdom 
Original research, 
quantitative 
(cross-sectional 
design) 
Students’ 
perceptions of 
caring behaviours 
2 n=80 first year 
students, and 
94 third year 
students 
High internal consistency 
and test-retest reliability 
mentioned for scale used, 
based on previous 
research. 
Pilot study conducted, in 
order to test the usability 
of the scale used within 
the study. 
Factors such as age and 
previous healthcare 
experience taken into 
account within analysis. 
Reliability of the scale used 
not established with the 
final study sample. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Nolan & 
Markert 
(2002) 
United 
Kingdom 
Original research, 
quantitative 
(longitudinal 
design) 
Students’ ethical 
reasoning 
3   n=34 at first 
moment of 
measurement, 
15 at second 
moment of 
measurement 
Questionnaire items 
analysed in terms of 
inter-rater reliability and 
consensus. 
Low number of participants, 
given that this research is 
quantitative, limiting 
possibilities of statistical 
analysis, and potentially 
limiting generalisability of 
results. 
Only female students took 
part, further limiting the 
generalisability and 
representativeness of 
results. 
Limited further information 
about reliability and validity 
of the questionnaire used. 
High attrition rate (over 
50%) on top of already low 
number of participants. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Papastavrou, 
Efstathiou & 
Andreou 
(2016) 
Cyprus Original research, 
qualitative (cross-
sectional design) 
Students’ 
perceptions of 
patient dignity 
2 n=34 (nine first 
year students, 
eight second 
year students, 
nine third year 
students, eight 
fourth year 
students) 
In-depth data collection 
through focus groups. 
Focus groups 
approximately equal in 
size. 
Data analysis based on 
transcripts as well as 
observations, and field 
notes, potentially 
increasing validity and 
reliability. 
Data-analysis by multiple 
members of the research 
team, to increase 
reliability. 
Distinction between 
students from different 
years not always made 
when reporting results and 
discussing data. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Pedersen & 
Sivonen 
(2012) 
Denmark, 
Finland, 
Sweden 
Original research, 
qualitative 
Students’ ethical 
caring 
3, 4  n=24 In-depth data collection 
through interviews and a 
focus group. 
The authors report that 
data saturation was 
reached. 
Some students participated 
in one-to-one interviews, 
others in focus groups. This 
might lead to differing 
narratives, but this is not 
sufficiently acknowledged 
by the authors. 
Insufficient information 
regarding the process of 
coding and analysis. 
Philpin (1999) United 
Kingdom 
Original research, 
qualitative  
Graduates’ 
occupational 
socialisation and 
values in relation to 
their education 
4 n=18 In-depth data collection 
through interviews.  
Relatively low number of 
participants, potentially 
causing issues with the 
generalisability of the 
results.  
Very little information 
provided regarding the 
process of coding and 
analysis. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Randle (2002) United 
Kingdom 
Original research, 
qualitative 
(longitudinal 
design) 
The shaping of 
students’ moral 
identity 
3 n=56 at the first 
moment of 
measurement, 
39 at the 
second 
moment of 
measurement 
In-depth data collection 
through interviews. 
Relatively large sample 
for the type of study, 
potentially increasing the 
generalisability of the 
results.  
No demographic 
information provided 
regarding participants. 
This is a grounded theory 
study, however the 
principles of grounded 
theory were not always 
followed. 
Little information provided 
regarding the process of 
coding and analysis. 
Potentially a lack of data 
verification.  
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Ranjbar et al. 
(2016) 
Iran Original research, 
qualitative (cross-
sectional design) 
Students’ moral 
‘journey’ and 
development 
3 n=22 In-depth data collection 
through interviews. 
Participants were selected 
across all four years of a 
nursing programme, but 
exact numbers for each year 
of study are not reported. 
These must have been 
small, given the overall 
sample size, potentially 
causing issues with 
generalisability of the 
results.  
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Rognstad & 
Aasland 
(2007) 
Norway Original research, 
quantitative and 
qualitative 
(longitudinal 
design) 
Students and 
graduates’ job 
values 
1 n=315 at first 
moment of 
measurement, 
301 at second 
moment of 
measurement, 
221 at third 
moment of 
measurement. 
n=18 for 
additional 
qualitative 
interviews  
High internal consistency 
(Cronbach’s alpha) 
reported for 
questionnaire used.  
 
The sample did not consist 
of the same participants at 
all times, and new students 
were included at the second 
moment of measurement, 
potentially causing a bias in 
the results.    
Some participants in the 
quantitative sample 
participated in phone 
interviews rather than 
surveys, potentially causing 
issues in reliability. 
Results of the qualitative 
interviews not specified.  
Rosser et al. 
(2019) 
United 
Kingdom 
Original research, 
qualitative 
(longitudinal 
design) 
Students’ caring 
values 
1, 2 n=36, with 14 
completing the 
study 
In-depth data collection 
through focus groups and 
interviews. 
Verification of coding 
included, and multiple 
researchers involved in 
identification of themes. 
High attrition rate, so a 
relatively low number of 
participants completed the 
study, complicating 
generalisability. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Schneider 
(2016) 
United 
States 
Discussion article Students’ 
socialisation in 
relation to incivility 
3, 4 N/A Clear argumentation of 
viewpoint. 
The use of literature is 
selective, and functions to 
back up the author’s 
viewpoint. Therefore, the 
article may not be 
sufficiently free of bias.  
Sherman 
(1992) 
United 
States 
Original research, 
PhD thesis, 
quantitative 
(cross-sectional 
design) 
Students’ 
professional values 
1 n=110 Confounding variables 
identified and taken into 
account. 
Appropriate use, 
reporting and 
interpretation of a variety 
of statistical methods.  
Low internal consistency 
(Cronbach’s alpha) for one 
of the instruments used. 
Stacey, Felton 
& Joynson 
(2010) 
United 
Kingdom 
Original research, 
qualitative 
Graduates’ 
professional and 
humanistic values in 
relation to their 
education 
1  n=8 Independent 
identification of themes 
by different members of 
the research team. 
Very low number of 
participants, potentially 
causing issues with the 
generalisability of the 
results.  
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Thomas, Jinks 
& Jack (2015) 
United 
Kingdom 
Original research, 
qualitative (part of 
a longitudinal 
study)  
Students’ 
socialisation 
experiences 
4 n=26 In-depth analysis of 
students’ experiences 
through written diaries.  
High extent of non-
compliance (almost half of 
the participants), decreasing 
the total number of 
students involved in the 
study. 
Insufficient information on 
how the core data category 
was extracted from the 
data. 
de Vries and 
Timmins 
(2017) 
Ireland Discussion article Students’ nursing 
values and care 
erosion 
1, 2 N/A Clear argumentation. 
Article based on 
established concepts 
from the field of 
psychology. 
 
The use of literature is 
selective, and functions to 
back up a certain viewpoint. 
Therefore, the article may 
not be sufficiently free of 
bias. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
van der Wal 
(1999) 
South-
Africa 
Original research, 
PhD thesis, 
qualitative  
Students’ 
maintenance of a 
caring concern 
2 n=17  Large amount of relevant 
data collected through 
interviews.  
Information provided on 
how coding and analysis 
was conducted, 
supported by relevant 
theory. 
 
Relatively low number of 
participants, potentially 
causing issues with 
generalisability of results. 
Arbitrary purposive 
sampling of participants, 
potentially causing issues 
with the representativeness 
and generalisability of the 
data. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Yagil, Spitzer 
& Ben-Zur 
(2001) 
Israel Original research, 
quantitative 
(longitudinal and 
cross-sectional 
design) 
Students’ values in 
relation to nursing 
1 n=136 first year 
students at first 
moment of 
measurement, 
and 66 at 
second 
moment of 
measurement, 
and 27 second 
year students 
at both 
moments of 
measurement, 
26 first year 
students and 19 
second year 
students from 
another 
university used 
as a 
comparison 
group. 
Factor analysis 
conducted, and sufficient 
internal consistency 
(Cronbach’s alpha) of 
emerging (sub-)scales 
used reported. 
Participants from a 
comparison university 
included in the research, 
to see if results differ per 
institution.   
Disproportion between 
number of first and second 
year students. 
Relatively high attrition rate 
among first year students.  
Participants from 
comparison university not 
included at second moment 
of measurement. 
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Author(s) and 
year: 
Country of 
origin: 
Type of record: Values-related 
construct(s) studied 
or discussed: 
Reason to 
include 
record in 
synthesis (1, 
2, 3, or 4): 
Number of 
participants 
reported: 
Main strengths 
identified: 
Main limitations identified: 
Yeom, Ahn & 
Kim (2016) 
Korea Original research, 
quantitative (pre-
test/post-test 
design) 
Students’ moral 
sensitivity 
2, 3 n=70 Internal consistency for 
scales used determined 
with current sample, and 
found to be sufficient. 
Appropriate use, 
reporting and 
interpretation of statistics 
(paired t-test).  
Lack of control group to 
draw conclusions regarding 
causality.  
Large cultural differences 
with UK healthcare system 
may exist, potentially 
causing issues relating to 
relevance in the context of 
the current thesis. 
Young, 
Godbold & 
Wood (2019) 
United 
Kingdom 
Original research, 
qualitative  
Students’ 
experiences of 
learning to care in 
practice 
environments 
2, 4 n=18 BSc 
students, 17 
MSc students, 
17 mentors, 17 
practice 
educators 
Multiple perspectives 
included, providing a 
well-rounded picture. 
Workshop held with 
participants and other 
stakeholders, to verify 
findings. 
 
 
Insufficient 
acknowledgement of the 
potential influence of 
participants’ differing levels 
of experience on the nurse 
education programme on 
the findings. 
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Appendix 2. Review of literature regarding SJT development 
 
"situational judgement test" OR "situational judgment test" OR "situational judgement tests" OR "situational judgment 
tests" OR SJT OR SJTs 
AND 
health* OR medic* OR care OR caring OR nurse OR nursing or nurses 
AND 
develop* OR design* OR constructi* 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Reasons for exclusion after abstract screening: Not in English, not related to the SJT development process, not related to healthcare. 
 
Records identified through database 
searching (including Open Grey) 
(n = 255) 
Sc
re
en
in
g 
In
cl
u
d
e
d
 
El
ig
ib
ili
ty
 
Id
en
ti
fi
ca
ti
o
n
 
Records after duplicates removed 
(n =  202) 
Abstracts screened 
(n = 202) 
Records excluded, with 
reasons* 
(n = 164) 
Full-text articles assessed for 
eligibility 
(n = 38) 
Full-text articles excluded, 
with reasons 
(n = 20) 
Not related to the SJT development 
process (n=15) 
Not related to healthcare (n=3) 
Full text not available (n=2) 
 
Articles included in synthesis 
(n =  18) 
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Appendix 3. Review of literature to find values based dilemmas 
 
values OR principles OR moral* OR ethic* 
AND 
nurse OR nursing OR nurses 
AND 
student* 
AND 
dilemma OR conflict* OR challeng* 
AND 
situation* OR incident* OR experience* 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
*Reasons for excluding abstracts: Not in English, published before 1990, not on nursing,  
not on students, not about students’ experiences of values based dilemmas, only relevant  
within the context of specific cultures or specific patient populations. 
Records identified through database 
searching (including Open Grey) 
(n = 1048) 
Sc
re
en
in
g 
In
cl
u
d
ed
 
El
ig
ib
ili
ty
 
Id
en
ti
fi
ca
ti
o
n
 
Records after duplicates removed 
(n =  565) 
Abstracts screened 
(n = 565) 
Records excluded, with 
reasons* 
(n = 514) 
Full-text articles assessed for 
eligibility 
(n = 51) 
Full-text articles excluded, 
with reasons 
(n =  27) 
No clear examples of values related 
and ethical dilemmas (n= 15) 
Full text not available (n= 7) 
Only relevant within the contexts of 
specific cultures or specific patient 
populations (n= 3) 
Related to macro ethical issues, 
rather than everyday practice (n= 2) 
 
 
Articles included in synthesis 
(n = 24) 
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Appendix 4. Instruments and questionnaires 
 
4.1. Demographic questionnaire 
 
What is your gender? (Please circle appropriate answer) 
Male Female  Other Prefer not to say 
 
 
 
What is your age group? (Please circle appropriate answer) 
20 or under 21-24 25-29     30-34 35-39 40 or over Prefer not to say 
 
 
 
How would you best describe your ethnicity? (Categories based on ONS classification – Please circle 
appropriate answer (table continues on the next page)) 
White English/Welsh/ 
Scottish/Northern Irish/British 
Irish 
Gypsy or Irish traveller 
Any other White background 
Mixed/multiple ethnic groups: White and Black Caribbean 
White and Black African 
Any other Mixed background 
Asian/Asian British: Indian 
Pakistani 
Bangladeshi 
Chinese 
Any other Asian background 
Black/African/ 
Caribbean/Black British: 
African 
Caribbean 
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Any other Black background 
Other: Arab 
Any other ethnic group 
Prefer not to say 
 
 
 
Do you consider English to be your first language? YES/NO (Please circle appropriate answer) 
 
 
Have you undertaken any formal healthcare education or training before? YES/NO (Please circle 
appropriate answer) 
If YES, please specify: ________________________________________________________ 
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4.2. Pilot SJT (45 items) 
 
1. You have been on your hospital placement for several weeks, and you are trying to fit in with your colleagues. 
During a shift, you are in the staff room with a few colleagues. One of the other student nurses, Joe, points 
out that it is time to go check on his patients and leaves the room. After he has left, the other team members 
make fun of him, and say that he is just trying to ‘score points’. You know that you and the other staff 
members should go check on the patients as well. What would you do? 
 
a. You decide to stay in the staff room for a few more minutes, then get up to check on your patients.  
 
b. You get up. You walk out of the staff room to go check on your patients.  
 
c. You remain seated in the staff room. You will check on the patients as soon as someone else goes.  
 
d. You mention to the others that you should all go check on the patients, and get up to do so yourself.  
 
2. You are on placement in a hospital. You are present when a doctor is tending to a patient’s wound. You 
notice that she is wearing a bracelet, which you know is unhygienic, and could therefore potentially be 
harmful to the patient. This doctor is one of the most senior staff members on the ward. What would you do? 
 
a. You ask the doctor if she should take off her bracelet.  
 
b. You do not raise your worries about the bracelet with the doctor.  
 
c. Afterwards, you discuss the issue with another student, and ask if he/she thinks you should bring up the issue. 
  
d. You decide to keep an eye on this doctor. If she keeps her bracelet on the next time as well, you will address it 
with her.  
 
3. You are on placement in a hospital. You notice that your mentor is giving injections in a manner that is rough, 
and seems to hurt the patients. You would like to address this with her during your weekly meeting. You 
know that your mentor will soon need to fill in your placement assessment. What would you do? 
 
a. You bring up the issue indirectly, asking your mentor why patients seem afraid of being given their injections. 
  
b. You ask your mentor if her injection technique might be too rough.  
 
c. You wait until your mentor has filled in your placement assessment. After this, you ask her if her injection 
technique might be too rough.  
 
d. You do not say anything to your mentor about her injection technique.  
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4. You are on placement in a hospice. You notice that there is something wrong with Emma, one of your 
patients. She seems very tired, and is more quiet than usual. You are wondering whether you should notify a 
senior member of staff. However, you know that certain senior members of staff have been annoyed with 
you for raising a false alarm in the past, and you worry you might be wrong again this time. What would you 
do? 
 
a. You decide to observe Emma closely in the next couple of hours. If she does not improve, you will notify a senior 
member of staff.  
 
b. You decide not to raise the issue, and continue your day as usual. 
 
c. You decide to notify a senior member of staff straight away.  
 
d. You decide to check on Emma again by the end of your shift. If she has not improved by then, you will notify a 
senior member of staff on your way out.  
 
5. You are on placement in a hospice. A fellow nursing student, Sam, was supposed to change the sheets on the 
beds of the patients on the ward before he left. However, he has not done this. It is not the first time this has 
happened, and you feel as if Sam is not taking you seriously. What would you do? 
 
a. You decide to leave the sheets for Sam to change them when he’s back tomorrow.  
 
b. You change all the sheets yourself, and decide to speak to Sam about the issue tomorrow.  
 
c. You check which patients need their sheets changed most urgently, and take care of these. You leave the rest for 
Sam to do tomorrow.  
 
d. You wait if any of the patients complain about dirty sheets. If they do, you will change them, otherwise you leave 
them for Sam to do tomorrow.  
 
6. You are on placement in a hospital. It is a very busy evening on the ward, and certain patients keep buzzing 
their alarms. One of the registered nurses disconnects some of the patients’ alarms, and tells you to do the 
same. This is a very experienced nurse, and you look up to her. What would you do? 
 
a. You follow the nurse’s example, and disconnect the patients’ alarms.  
 
b. You decide not to disconnect the alarms, and tell the nurse that you do not feel comfortable disconnecting the 
alarms.  
 
c. You decide not to disconnect the alarms, and explain to the nurse why you believe disconnecting the alarms is 
not the right course of action.  
 
d. You do not say anything to the nurse, but you do not disconnect any of the patients’ alarms.  
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7. You are on placement at the A&E department of a hospital. A teenage boy comes in after a football match. 
You think that his leg may be broken. You ring the doctor to come and have a look. However, the doctor is 
busy. Based on the information that you have provided, he does not think that the boy’s leg is broken. 
However, you are still not sure. What would you do? 
 
a. You ask the doctor to come and have a look anyway.  
 
b. You ask another member of the nursing staff to check on the boy’s leg again.  
 
c. You ring another doctor, to provide a second opinion over the phone.  
 
d. You accept the doctor’s opinion and agree to discharge the boy.  
 
8. You are on placement at the A&E department of a hospital. A mother comes in with her one year old 
daughter, who is coughing. The registered nurses believe that all of the little girl’s symptoms point towards a 
common cold. Although you are not sure, you think that the symptoms may indicate a more serious 
condition. What would you do? 
 
a. You ask the registered nurses if they are sure that the little girl has a common cold.  
 
b. You accept the opinion of the registered nurses, and do not bring up the issue.  
 
c. You ask the nurses to explain their thinking, and if it might be a good idea to run more tests.  
 
d. You ask another student what he/she thinks, before deciding whether to say anything to the nurses.  
 
9. You are on placement in a hospital. A patient, Karen, has mental health issues and is upset about the care 
that is being provided to her. She threatens to self-discharge from the hospital. What would you do? 
 
a. You tell Karen that it is important to stay in hospital, and that self-discharging would not be a good idea.  
 
b. You tell Karen that it is important to stay in hospital, and that everyone in the hospital is working hard to help 
her. You explain the disadvantages of self-discharging.  
 
c. You tell Karen that it is important to stay in hospital, and explain the disadvantages of self-discharging to her. 
You ask Karen why she wants to self-discharge.  
 
d. You ask Karen why she is unhappy with the care that is being provided, and why she wants to self-discharge. 
You point out the benefits of her staying in hospital.  
 
10. You are on placement in a hospital. You are observing an operation. A patient who suffers from severe 
obesity is under general anaesthesia and cannot hear you. Josie, one of the other nursing students present 
laughs and says: ‘Look at him. It’s going to take them ages to get through all that body fat’. What would you 
do? 
 
 
359 
 
 
a. You laugh along with Josie for a bit.  
 
b. You don’t laugh along with Josie, but you don’t say anything.  
 
c. You tell Josie that you do not think it is appropriate to laugh at a patient.  
 
d. You smile at Josie, then point out that the both of you are being inappropriate.  
 
11. You are on placement in the community. A patient, Mr Blackwell, has an alcohol addiction. He is at risk of 
severe liver damage, but refuses to stop drinking. You are talking to Mr Blackwell. What would you do? 
 
a. You provide Mr Blackwell with an information booklet about the consequences of alcohol abuse, and tell him 
that you cannot help him until he stops drinking.  
 
b. You have a conversation with Mr Blackwell about the consequences of his alcohol abuse, and tell him that it is 
very important for him to stop drinking.  
 
c. You have a conversation with Mr Blackwell about the consequences of his alcohol abuse, and ask him questions 
about his general life, why he started drinking, and what he thinks may be done to help him.  
 
d. You have a conversation with Mr Blackwell about the consequences of his alcohol abuse, and ask him why he is 
finding it hard to stop drinking.  
 
12. You are on placement in a hospital. A patient, Mrs Jawad, has to undergo a procedure. In order to pass your 
placement, you have to observe a certain number of procedures. However, Mrs Jawad has told you that she 
feels uncomfortable if students watch her procedure. What would you do? 
 
a. You ask Mrs Jawad again if you can stay and watch the procedure.  
 
b. You decide not to watch Mrs Jawad’s procedure.  
 
c. You tell Mrs Jawad that it is normal to have students in the room during a procedure.  
 
d. You leave the room, but watch the procedure through a window. 
 
13. You are on placement at the A&E department of a hospital. A mother comes in with her young baby. The 
baby is seriously ill, and needs antibiotics. However, the mother is against this, as she only believes in herbal 
medicine. What would you do? 
 
a. You decide to sit with the mother. You explain the benefits of antibiotics to her.  
 
b. You inform the mother that, if she does not agree for her child to have antibiotics, you will have to escalate the 
issue to more senior staff members.  
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c. You sit with the mother, and explain the benefits of antibiotics to her. You ask her why she does not wish for her 
child to take antibiotics.  
 
d. You sit with the mother and ask her why she is so in favour of herbal medicine. You explain that there is no 
scientific proof to support it.  
 
14. You are on placement in a hospital. Yesterday, Mr James, a patient with mental health issues made a 
discriminatory comment to you. Today, Mr James is acting more nicely to you, and wants to have a friendly 
chat. What would you do? 
 
a. You take care of Mr James, but decide not to have a friendly chat with him until he apologises for yesterday’s 
comment.  
 
b. You take care of Mr James, but you do not have a friendly chat with him.  
 
c. You have a chat with Mr James, but keep it brief.  
 
d. You strike up a friendly chat with Mr James.  
 
15. You are on placement in the community. You receive a call about a patient with mental health issues, who 
keeps moving furniture out of her room, and putting it back in. All nurses agree that this is bizarre behaviour. 
What would you do? 
 
a. You ask the patient if she can stop moving the furniture in and out of the room.  
 
b. You tell the patient that the nursing staff believe that she is behaving strangely. 
 
c. You ask the patient why she keeps on moving the furniture in and out of the room.  
 
d. You tell the patient to stop moving the furniture in and out of the room.  
 
16. You are on placement in a hospital. A patient, Mr Cho, is in pain. You have offered him some pain killers, but 
Mr Cho does not wish to take these, as he has bad experiences with them. However, he keeps complaining 
about the pain. What would you do? 
 
a. You explain to Mr Cho that he should have taken the pain killers.  
 
b. You ask Mr Cho to explain in more detail why he is against taking pain killers, and explain the benefits of the 
pain killers.  
 
c. You tell Mr Cho that you are sorry that he is in pain, but that, unless he takes the pain killers, unfortunately, you 
will not be able to help him.  
 
d. You explain the advantages of the pain killers to Mr Cho, and tell him that he can still choose to take them.  
 
17. You are on placement in a hospital. A policy in this hospital is to double-check all the patients’ medication. 
However, you forgot to do this. When you point this out to one of the registered nurses, she tells you that it is 
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no problem, and that no-one else has to know, as long as you just change the records to show that you did 
double-check the medication. What would you do? 
 
a. You change the records, so that they show that you double-checked the medication.  
 
b. You do not change the records, and do not tell anyone else about your mistake, in the hope no one will notice.  
 
c. You go to the person in charge of the ward, and mention that you forgot to double-check the patients’ 
medication. You report the registered nurse.  
 
d. You change the records this one time, and promise yourself to never make such a mistake again.  
 
18. You are on placement in the community. You and your mentor have been giving flu jabs to elderly patients. 
Your mentor wishes to go on her cigarette break, and tells you that you can keep giving the injections to the 
patients in the meantime. You know that it is against protocol for you to do this unsupervised, and you do not 
feel confident given the injections by yourself. What would you do? 
 
a. You try to come up with an alternative reason why your mentor should not go on a smoking break right now.  
 
b. You remind your mentor of the protocol, and say that you do not feel confident enough to administer the 
injections on your own.  
 
c. You remind your mentor of the protocol.  
 
d. You do not say anything to your mentor, and administer the injections on your own.  
 
19. You are on placement in a hospital. A patient, Mr Arif, needs to be discharged. Your mentor has previously 
mentioned that he thinks that you are too slow when discharging patients. Your placement assessment is 
coming up. However, Mr Arif is confused about his follow-up medication, and asks for your help. What would 
you do? 
 
a. You sit down with Mr Arif and discuss the follow-up medication in detail. Then you discharge him.  
 
b. You ask Mr Arif to contact his pharmacy about the follow-up medication, and you discharge him.  
  
c. You sit down with Mr Arif, and check that he has understood the basics regarding the follow-up medication. 
Then you discharge him.  
 
d. You briefly talk to Mr Arif about his follow-up medication. Then you explain that you do not have time to talk at 
length, and you discharge him.  
 
20. You are on placement in a hospital. An elderly patient, Mrs Leng, has competently managed the medication 
for her chronic illness at home for several years. However, after being admitted to hospital following a fall, 
she has had to hand over all control of her medication to the nursing staff. Mrs Leng tells you that she thinks 
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she is being given the wrong tablets, as they are not the colour or size she was expecting to be given. What 
would you do? 
 
a. You tell Mrs Leng that the people working in the hospital are qualified professionals, and that she must be 
mistaken.  
 
b. You explain to Mrs Leng that, sometimes, the same medication can come in a different form.  
 
c. You decide to double check if this is the correct medication.  
 
d. You ask one of the registered nurses to reassure Mrs Leng that this is the correct medication.  
 
21. You are on placement in a hospital. An elderly patient, Mrs Roberts, has been admitted into your ward. Her 
concerned daughter points out to you that she is worried that Mrs Roberts is too weak to push the buzzer to 
call for staff if she needs them. When you observe Mrs Roberts, she, indeed, appears to have trouble pushing 
the buzzer. What would you do? 
 
a. You explain to Mrs Roberts’ daughter that the buzzers are light to touch, and that you would be surprised if Mrs 
Roberts really wouldn’t be able to push her buzzer.  
 
b. You notify all the other members of staff on the ward, including the nurse in charge, and decide to check on Mrs 
Roberts in regular intervals, in order to make sure that she is okay.  
 
c. You notify the nurse in charge of the ward of the issue.  
 
d. You ask the daughter to stay with Mrs Roberts for now, so that she can push the buzzer when necessary.  
 
22. You are on placement in a hospital. You have accidentally administered an incorrect dose of medication to a 
patient. You know that, in the case of this particular medication, this is not directly harmful. However, your 
mentor mentions that the patient is now complaining of a stomach ache. You know that your mentor has a 
negative attitude towards students, and you are afraid that she will think you are incompetent. What would 
you do? 
 
a. You tell your mentor that you might have made a mistake in the dosage.  
 
b. You tell your mentor that you have made a mistake with the dosage and apologise.  
 
c. You tell your mentor that you don’t know why the patient has a stomach ache.  
 
d. You tell both your mentor and the patient that you have made a mistake in the dosage, and apologise.  
 
23. You are on placement in a hospital. Your mentor has pointed out to you that the other student nurses on the 
ward appear to take less time when doing the medication rounds. You do not think the other students are 
being very thorough, and you are sure that, if you speed up, you would be compromising on safety. Your 
placement assessment is coming up. What would you do? 
 
a. You try to speed up a bit when doing your medication rounds, but try to make sure the medication is still 
distributed safely.  
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b. You continue to take as long as you believe is necessary to safely distribute the medication.  
 
c. You observe the other student nurses while they are doing their medication rounds, and imitate what they are 
doing.  
 
d. You speed up your medication rounds when your mentor is around, but prioritise safety otherwise.  
 
24. You are on placement in a hospital. A patient, Ms Bodo, with whom you have a very good relationship, is 
upset about her upcoming operation, and wants to talk to you about this. It is about to be your break time. 
You have brought a packed lunch with you, but you had been looking forward to getting lunch in the café on 
the other side of the building instead. If you stay and talk to Ms Bodo, you will not have time to go to the 
café. What would you do? 
 
a. You tell Ms Bodo that it is currently your lunch break, and that another member of staff will be happy to talk to 
her.  
 
b. You find another member of staff who can to talk to Ms Bodo, and go to the café.  
 
c. You talk to Ms Bodo for as long as you can, then go to the café.  
 
d. You stay with Ms Bodo and eat your packed lunch, instead of going to the café.  
 
25. You are on placement in a hospital. The mother of Sarah, a young patient, is talking to you while Sarah is 
undergoing an operation. She asks you whether you understand what she is going through as a mother, and 
whether you have a family too. What would you do? 
 
a. You tell Sarah’s mother that you prefer not to disclose any information about your personal life to patients.  
 
b. You tell Sarah’s mother that you can relate to what she is feeling, providing an example from your personal life.  
 
c. You talk to Sarah’s mother about your family, in order to distract her.  
 
d. You tell Sarah’s mother that she should not be asking you about your personal life.  
 
26. You are on placement in a hospital. You are setting up the equipment for an operating procedure. The doctor 
is waiting. You know that this doctor has a negative attitude towards nurses, and has previously complained 
about nurses being slow and incompetent. However, you notice that the patient has a distressed look on her 
face. What would you do? 
 
a. You continue to set up the operating equipment without talking to the patient.  
 
b. While continuing to set up the operating equipment, you ask the patient if she is feeling okay.  
 
c. You pause setting up the equipment and ask the patient how she is feeling.  
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d. While setting up the equipment, you tell the patient that this is quite an easy procedure, and that there is no 
reason to worry.  
 
27. You have been at the same hospital placement for a while. Right before your lunch break, you notice that 
Becky, another nursing student, who has just started her placement, is crying. She tells you one of her 
patients has just died. You were looking forward to taking your packed lunch outside, and spend some time 
by yourself. What would you do? 
 
a. You reassure Becky that she will get used to the way things are on the ward, and go to lunch by yourself.  
 
b. You comfort Becky, and spend your lunch break with her, to make sure that she is okay.  
 
c. You comfort Becky until she appears to feel a bit better. Then you go to lunch by yourself.  
 
d. You explain to Becky that becoming a nurse will require her to become a bit tougher. Then you go to lunch by 
yourself.  
 
28. It is your first day on a new hospital placement, and you are trying to get used to the new environment. You 
notice that the experienced, registered nurses do not smile at patients, or use supportive touch. This seems to 
be the common way of practice within this hospital. What would you do? 
 
a. You decide to mirror the behaviour of the registered nurses in the hospital.  
 
b. You smile at the patients and use supportive touch whenever you feel that this is appropriate and beneficial to 
the patient.  
 
c. You decide to mirror the behaviour of the registered nurses, but only when they can see you.  
 
d. You decide to mirror the behaviour of the registered nurses for now, but reassess tomorrow.  
 
29. You are on placement on an acute ward. It is really busy, and you have a list of tasks that you need to fulfil, 
before you can leave. You are meeting a friend for dinner tonight, and you are worried that you are going to 
be late. You notice that a patient, Maria, is crying. What would you do? 
 
a. You do not stop to talk to Maria, but you mention to another member of staff that you have seen Maria crying.  
 
b. You do not stop to talk to Maria. You continue with your other tasks.  
 
c. You ask Maria what is going on, and talk to her for a few minutes. Then you continue with your other tasks.  
 
d. You let your friend know that you are going to be a bit later, and sit down to talk to Maria.  
 
30. You are on placement in a hospital. You are taking a patient’s blood pressure. This patient, Ms Brown, is 
wincing. What would you do? 
 
a. You tell Ms Brown that the procedure will only take a few minutes.  
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b. You jokingly tell Ms Brown that you are only taking her blood pressure, and that it cannot possibly hurt that 
much.  
 
c. You continue to take Ms Brown’s blood pressure without saying anything.  
 
d. You tell Ms Brown that you are sorry that she is in pain.  
 
31. You are on placement in a hospital, and you are taking care of a patient, Ms Richie. The doctor, who has not 
personally met Ms Richie, has prescribed her a type of medication that, given Ms Richie’s specific condition, 
may have some harmless, but inconvenient side effects. You know that there are alternatives available for 
this drug. What would you do? 
 
a. You continue to administer the current drug without saying anything.  
 
b. You ask another student if he/she thinks that you should bring up the issue.  
 
c. You tell the doctor about Ms Richie’s condition, and why you believe that the current drug might not be the best 
option.  
 
d. You ask the doctor what he thinks about the potential side effects of the medication.  
 
32. You are on placement in a hospital. Family members of an elderly patient, Mr McGregor, are complaining 
about the fact that you seem rushed when taking care of Mr McGregor. What would you do? 
 
a. You explain to Mr McGregor’s family members that you are very busy, and that this is why you might seem 
rushed.  
 
b. You tell Mr McGregor’s family that they must be mistaken, because you are taking very good care of their 
relative.  
 
c. You ask Mr McGregor to confirm that he is happy with your care, and tell his family members.  
 
d. You have a conversation with Mr McGregor’s family, and Mr McGregor himself, to find out more about their 
concerns.  
 
33. You are on placement in a hospital. On your way out after your shift, you notice that a patient who has just 
been discharged is experiencing some difficulty walking, and getting to the car park. The patient’s husband is 
with her. You are tired and had been looking forward to going home. What would you do? 
 
a. You arrange a wheelchair for the patient, and help her to the car park.  
 
b. You call to arrange a wheelchair for the patient, and ask a staff member who is currently on duty to help her to 
the car park  
 
c. You tell the patient and her husband that they can ask a staff member for a wheelchair.  
 
d. You call to arrange a wheelchair for the patient, so that her husband can take her to the car park. 
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34. You are on placement in a residential setting. An elderly patient, Mrs Fong, has trouble swallowing her 
medication, and is therefore being given soluble tablets in a paper cup. However, as she is unable to tip her 
head back to drink the full amount, some residue is left in the cup every time. Adding extra water does not 
seem to help much. A relative of Mrs Fong expresses her concern that, because of this, Mrs Fong is not getting 
the correct amount of medication. You have not come across this issue before. What would you do? 
 
a. You continue to give Mrs Fong her medication in the paper cup.  
 
b. You ask another student if he/she thinks you should bring up the issue. 
 
c. You make a note of the issue in Mrs Fong’s records.  
 
d. You discuss with your team members whether the medication can be given in an alternative way.  
 
35. You are on placement in a hospital. A patient, Mrs Khan, is admitted late at night, because she has a broken 
shoulder. In addition to this, Mrs Khan has a chronic condition, for which she requires medication. She is soon 
due her next dose. However, the drug she usually takes is not readily available at the moment, and the 
hospital pharmacy does not open until 8am. There will be no severe consequences if Mrs Khan does not take 
the drug on time, but she may experience some unpleasant withdrawal effects. What would you do? 
 
a. You decide to order the drug from the hospital pharmacy in the morning.  
 
b. You make sure to check all possible alternative options, in order to get the drug earlier.  
 
c. You decide to order the drug from the hospital pharmacy in the morning, and discuss with the doctor whether 
anything can be done to minimise the withdrawal effects in the meantime. 
 
d. You decide to order the drug from the pharmacy in the morning, and decide to check on Mrs Khan a bit more 
frequently, to ensure that she’s okay during the night.  
 
36. You are on placement in a hospital. A new protocol for the safer distribution of medication has been 
presented by your manager. The other nurses are complaining that this will take them longer, and want to 
boycott the new protocol. However, you see the benefits of the new protocol. What would you do?   
 
a. You point out the benefits of the new protocol to the team.  
 
b. You do not say anything about the new protocol. 
 
c. You point out the advantages of the new protocol to some of the team members that you are close to.  
 
d. You boycott the new protocol along with the other nurses.  
 
37. You are on placement in a hospital. It has been a busy day. One of the patients, Mrs Katz, who is bed bound, 
tells you that her feet feel dirty, and that she would like to have them washed. Your shift is about to end, and 
you want to go home. What would you do? 
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a. Before you leave, you mention to a colleague that Mrs Katz has mentioned that her feet feel dirty.  
 
b. You ask a colleague to wash Mrs Katz’ feet.  
 
c. You ask a colleague to help you, and stay after your shift to wash Mrs Katz’ feet.  
 
d. You promise Mrs Katz that you will wash her feet when you return tomorrow.  
 
38. You are on placement in a hospital. A patient, Mr Osman, has had a stroke and has trouble communicating 
clearly. When you are bed-bathing Mr Osman, his body language indicates that he is feeling uncomfortable. It 
looks like he wants to say something. Your mentor, who is watching you, is encouraging you to continue. She 
has previously told you that good nurses need to be practical and efficient. What would you do? 
 
a. You continue bed-bathing Mr Osman.  
 
b. You continue bed-bathing Mr Osman, but try to be a bit gentler.  
 
c. You stop bed-bathing Mr Osman, and try to find out why he is feeling uncomfortable.  
 
d. You reassure Mr Osman that it will only take a minute until you are done.  
 
39. You are on placement in a hospice. The hospice’s cook, John, does not have any medical knowledge, but 
knows the patients very well. He tells you that something might be wrong with Maya, a young patient, as she 
has been very quiet all day, and suggests you check on her. You have not noticed anything strange about 
Maya yourself. What would you do? 
 
a. You thank John, but do not act on his advice.  
 
b. You take John’s advice into account, and decide to check on Maya.  
 
c. You thank John, but remind him that he is not qualified to give advice about patients.  
 
d. You tell John that he should probably stick to cooking.  
 
40. You are on placement in a hospital. Mr Karwowski, who is from Poland and does not speak English very well, 
has signed a consent form for a procedure. However, when you speak to him, you are unsure whether he has 
actually understood the information. You are contemplating whether to bring this up with the doctor, but you 
are afraid that you might be wrong, and that he will not take you seriously. What would you do? 
 
a. You do not bring up the issue with the doctor.  
 
b. You explain to the doctor that you are unsure whether Mr Karwowski has understood the information.  
 
c. You ask another student whether he/she thinks you should tell the doctor about your concerns.  
 
d. You ask the doctor if he thinks that Mr Karwowski has understood the information.  
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41. You are on placement at the A&E department of a hospital. A mother brings in her three year old son. She 
says that he has vomited and that she is concerned. The registered nurse you are working with says that this 
mother has been in before, and that the son is fine. As the mother and son are refugees, she believes that 
they are ‘playing sick’ in order to avoid being sent back to their country of origin. What would you do? 
 
a. You explain to the registered nurse that there is a duty of care, and that it is therefore important to take every 
patient seriously.  
 
b. You tell the registered nurse that she might be right, but that there is still a duty of care.  
 
c. You explain to the nurse that there is a duty of care, that her comment appears to be based on prejudice, and 
that it is important to take every patient seriously.  
 
d. You do not say anything to the registered nurse.  
 
42. You are on placement in a hospital. A young patient, George, has a learning disability and cannot 
communicate verbally. The other staff members do not like looking after George, as they have trouble 
understanding him. However, you know that George is very good at communicating his feelings through his 
facial expressions. What would you do? 
 
a. You tell the other staff members how much you enjoy looking after George.  
 
b. You do not say anything to the other staff members.  
 
c. You tell the other staff members about your positive experiences with George, and explain how you have 
managed to communicate with him.  
 
d. You tell the other staff members that you understand why they find it so difficult to communicate with George.  
 
43. You are on placement in a hospital. You are helping Mrs Jones, an elderly patient who has dementia, get 
dressed. However, you cannot find any underwear for Mrs Jones, and she does not know where it is either. 
Your mentor has told you to hurry up. You know that Mrs Jones is probably just going to stay in bed. What 
would you do? 
 
a. You leave Mrs Jones without underwear for the day.  
 
b. You try to find a pair of underwear for Mrs Jones, elsewhere on the ward.  
 
c. You leave Mrs Jones without underwear for now, but promise to come back as soon as you can.  
 
d. You leave Mrs Jones without underwear, and ask her if she can ring a family member to bring some.  
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44. You are on placement in a hospital. A patient, Mr Ericsson, is admitted to your ward. You know that Mr 
Ericsson has previously been in prison for a violent crime, and, although his current behaviour is gentle, you 
feel uncomfortable around him. Mr Ericsson needs help washing himself. What would you do? 
 
a. You help Mr Ericsson wash himself, and strike up a friendly conversation with him.  
 
b. You help Mr Ericsson wash himself, but do not engage in conversation with him.  
 
c. You wait until someone else offers to help Mr Ericsson wash himself.  
 
d. You help Mr Ericsson wash himself, but keep the conversation to a minimum.  
 
45. You are on placement in a residential setting. Eve, a fellow nursing student, asks you a question about the 
treatment of Mrs Ewing, a patient who has dementia. Mrs Ewing is within hearing distance, and notices that 
Eve is talking about her. You know that Mrs Ewing will probably not understand what is being said about her, 
and that, if she does, she will forget it soon. What would you do? 
 
a. You tell Eve that Mrs Ewing can probably hear you, and ask her to stop talking.  
 
b. You ask Eve to lower her voice, as Mrs Ewing can probably hear you.  
 
c. You answer Eve’s question about Mrs Ewing’s treatment.  
 
d. You ask Eve to stop talking, and point out that discussions about patients should not take place when they are 
within hearing distance.  
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Item: A: B: C: D: 
1 1 2 0 3 
2 3 0 1 2 
3 2 3 1 0 
4 2 0 3 1 
5 0 3 2 1 
6 0 2 3 1 
7 3 2 1 0 
8 2 0 3 1 
9 0 1 2 3 
10 0 1 3 2 
11 0 1 3 2 
12 2 3 0 1 
13 2 0 3 1 
14 0 1 2 3 
15 2 1 3 0 
16 0 3 1 2 
17 0 2 3 1 
18 1 3 2 0 
19 3 0 2 1 
20 0 1 3 2 
21 0 3 2 1 
22 1 2 0 3 
23 2 3 0 1 
24 0 1 2 3 
25 1 3 2 0 
26 0 2 3 1 
27 1 3 2 0 
28 0 3 1 2 
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29 1 0 2 3 
30 2 0 1 3 
31 0 1 3 2 
32 2 0 1 3 
33 3 2 0 1 
34 0 1 2 3 
35 0 3 2 1 
36 3 1 2 0 
37 1 2 3 0 
38 0 2 3 1 
39 2 3 1 0 
40 0 3 1 2 
41 2 1 3 0 
42 2 1 3 0 
43 0 3 2 1 
44 3 1 0 2 
45 2 1 0 3 
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4.3. Schwartz’ PVQ-RR 
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Self-direction Thought 1,23,39 Tradition 18,33,40 
Self-direction Action 
Stimulation 
Hedonism 
Achievement 
Power Dominance 
Power Resources 
Face 
Security Personal 
16,30,56 
10,28,43 
3,36,46 
17,32,48 
6,29,41 
12,20,44 
9,24,49 
13,26,53 
Conformity-Rules 
Conformity-Interpersonal 
Humility 
Universalism-Nature 
Universalism-Concern 
Universalism-Tolerance 
Benevolence –Care 
Benevolence-Dependability 
15,31,42 
4,22,51 
7,38,54 
8,21,45 
5,37,52 
14,34,57 
11,25,47 
19,27,55 
Security Societal 2,35,50   
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4.4. Final SJT (28 items) 
 
You will be provided with 28 scenarios. Please read each scenario, and indicate which out of the 
four response options (a, b, c, or d – circle one answer per question) you would be most likely to 
take. Do not overthink your answers, and try to be as honest as possible.  
PLEASE NOTE: 
  
For the purpose of this research, you will be asked to select which response (out of four options) you 
would be most likely to take in each hypothetical scenario. This is for the research project. We do 
understand that in real practice situations, there would be many different ways of responding to 
these situations and that you would not be limited to four options. It is very important to emphasise 
that the responses listed do not necessarily reflect the best thing to do in practice. We will discuss this 
more in a discussion session. Please remember that if you have a concern in practice, you should 
always aim to speak to a mentor, learning environment lead or practice liaison tutor as soon as 
possible (see http://surreylearn.surrey.ac.uk/d2l/le/content/118344/Home and 
http://surreylearn.surrey.ac.uk/d2l/le/content/118344/viewcontent/1197845/view). 
1. You have been on your hospital placement for several weeks, and you are trying to fit in with your colleagues. 
During a shift, you are in the staff room with a few colleagues. One of the other student nurses, Joe, points out 
that it is time to go check on his patients and leaves the room. After he has left, the other team members make 
fun of him, and say that he is just trying to ‘score points’. You know that you and the other staff members 
should go check on the patients as well. Out of the following options, which one would you be most likely to 
take? 
 
a. You decide to stay in the staff room for a few more minutes, then get up to check on your patients.  
 
b. You get up. You walk out of the staff room to go check on your patients.  
 
c. You remain seated in the staff room. You will check on the patients as soon as someone else goes.  
 
d. You mention to the others that you should all go check on the patients, and get up to do so yourself.  
 
2. You are on placement in a hospital. You are present when a doctor is tending to a patient’s wound. You notice 
that she is wearing a bracelet, which you know is unhygienic, and could therefore potentially be harmful to the 
patient. This doctor is one of the most senior staff members on the ward. Out of the following options, which 
one would you be most likely to take? 
 
a. You ask the doctor if she should take off her bracelet.  
 
b. You do not raise your worries about the bracelet with the doctor.  
 
c. Afterwards, you discuss the issue with another student, and ask if he/she thinks you should bring up the issue. 
  
d. You decide to keep an eye on this doctor. If she keeps her bracelet on the next time as well, you will address it 
with her.  
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3. You are on placement in a hospital. You notice that your mentor is giving injections in a manner that is rough, 
and seems to hurt the patients. You would like to address this with her during your weekly meeting. You know 
that your mentor will soon need to fill in your placement assessment. Out of the following options, which one 
would you be most likely to take? 
 
a. You bring up the issue indirectly, asking your mentor why patients seem afraid of being given their injections. 
  
b. You ask your mentor if her injection technique might be too rough.  
 
c. You wait until your mentor has filled in your placement assessment. After this, you ask her if her injection 
technique might be too rough.  
 
d. You do not say anything to your mentor about her injection technique.  
 
4. You are on placement in a hospice. You notice that there is something wrong with Emma, one of the patients. 
She seems very tired, and is more quiet than usual. You are wondering whether you should notify a senior 
member of staff. However, you know that certain senior members of staff have been annoyed with you for 
raising a false alarm in the past, and you worry you might be wrong again this time. Out of the following 
options, which one would you be most likely to take? 
 
a. You decide to observe Emma closely in the next couple of hours. If she does not improve, you will notify a senior 
member of staff.  
 
b. You decide not to raise the issue, and continue your day as usual. 
 
c. You decide to notify a senior member of staff straight away.  
 
d. You decide to check on Emma again by the end of your shift. If she has not improved by then, you will notify a 
senior member of staff on your way out.  
 
5. You are on placement in a hospital. It is a very busy evening on the ward, and certain patients keep buzzing 
their alarms. One of the registered nurses disconnects some of the patients’ alarms, and tells you to do the 
same. This is a very experienced nurse, and you look up to her. Out of the following options, which one would 
you be most likely to take? 
 
a. You follow the nurse’s example, and disconnect the patients’ alarms.  
 
b. You decide not to disconnect the alarms, and tell the nurse that you do not feel comfortable disconnecting the 
alarms.  
 
c. You decide not to disconnect the alarms, and explain to the nurse why you believe disconnecting the alarms is 
not the right course of action.  
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d. You do not say anything to the nurse, but you do not disconnect any of the patients’ alarms.  
 
 
6. You are on placement at the A&E department of a hospital. A teenage boy comes in after a football match. 
You think that his leg may be fractured. You ring the doctor to come and have a look. However, the doctor is 
busy. Based on the information that you have provided, he does not think that the boy’s leg is fractured. 
However, you are still not sure. Out of the following options, which one would you be most likely to take? 
 
a. You ask the doctor to come and have a look anyway.  
 
b. You ask another member of the nursing staff to check on the boy’s leg again.  
 
c. You ring another doctor, to provide a second opinion over the phone.  
 
d. You accept the doctor’s opinion.  
 
7. You are on placement in a hospital. A patient, Karen, has mental health issues and is upset about the care that 
is being provided to her. She threatens to self-discharge from the hospital. Out of the following options, which 
one would you be most likely to take? 
 
a. You tell Karen that it is important to stay in hospital, and that self-discharging would not be a good idea.  
 
b. You tell Karen that it is important to stay in hospital, and that everyone in the hospital is working hard to help 
her. You explain the disadvantages of self-discharging.  
 
c. You tell Karen that it is important to stay in hospital, and explain the disadvantages of self-discharging to her. 
You ask Karen why she wants to self-discharge.  
 
d. You ask Karen why she is unhappy with the care that is being provided, and why she wants to self-discharge. 
You point out the benefits of her staying in hospital.  
 
8. You are on placement in a hospital. You are observing an operation. A patient who suffers from severe obesity 
is under general anaesthesia and cannot hear you. Josie, one of the other nursing students present laughs and 
says: ‘Look at him. It’s going to take them ages to get through all that body fat’. Out of the following options, 
which one would you be most likely to take? 
 
a. You laugh along with Josie for a bit.  
 
b. You don’t laugh along with Josie, but you don’t say anything.  
 
c. You tell Josie that you do not think it is appropriate to laugh at a patient.  
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d. You smile at Josie, then point out that the both of you are being inappropriate.  
 
9. You are on placement in a hospital. A patient, Mrs Jawad, has to undergo a procedure. In order to pass your 
placement, you have to observe a certain number of procedures. However, Mrs Jawad has told you that she 
feels uncomfortable if students watch her procedure. Out of the following options, which one would you be 
most likely to take? 
 
a. You ask Mrs Jawad again if you can stay and watch the procedure.  
 
b. You decide not to watch Mrs Jawad’s procedure.  
 
c. You tell Mrs Jawad that it is normal to have students in the room during a procedure.  
 
d. You leave the room, but watch the procedure through a window. 
 
10. You are on placement in a hospital. Yesterday, Mr James, a patient with mental health issues made a 
discriminatory comment to you. Today, Mr James is being considerate towards you, and wants to have a 
friendly chat. Out of the following options, which one would you be most likely to take? 
 
a. You take care of Mr James, but decide not to have a friendly chat with him until he apologises for yesterday’s 
comment.  
 
b. You take care of Mr James, but you do not have a friendly chat with him.  
 
c. You have a chat with Mr James, but keep it brief.  
 
d. You strike up a friendly chat with Mr James.  
 
11. You are on placement in a hospital. A patient, Mr Cho, is in pain. You have offered him some pain killers, but 
Mr Cho does not wish to take these, as he has bad experiences with them. However, he keeps complaining 
about the pain. Out of the following options, which one would you be most likely to take? 
 
a. You explain to Mr Cho that he should have taken the pain killers.  
 
b. You ask Mr Cho to explain in more detail why he is against taking pain killers, and explain the benefits of the 
pain killers.  
 
c. You tell Mr Cho that you are sorry that he is in pain, but that, unless he takes the pain killers, unfortunately, you 
will not be able to help him.  
 
d. You explain the advantages of the pain killers to Mr Cho, and tell him that he can still choose to take them.  
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12. You are on placement in a hospital. A policy in this hospital is to double-check all the patients’ medication. 
However, you forgot to do this. When you point this out to one of the registered nurses, she tells you that it is 
no problem, and that no-one else has to know, as long as you just change the records to show that you did 
double-check the medication. Out of the following options, which one would you be most likely to take? 
 
a. You change the records, so that they show that you double-checked the medication.  
 
b. You do not change the records, and do not tell anyone else about your mistake, in the hope no one will notice.  
 
c. You go to the person in charge of the ward, and mention that you forgot to double-check the patients’ 
medication. You report the registered nurse.  
 
d. You change the records this one time, and promise yourself to never make such a mistake again.  
 
13. You are on placement in a hospital. You have accidentally administered an incorrect dose of medication to a 
patient. You know that, in the case of this particular medication, this is not directly harmful. However, your 
mentor mentions that the patient is now complaining of a stomach ache. You know that your mentor has a 
negative attitude towards students, and you are afraid that she will think you are incompetent. Out of the 
following options, which one would you be most likely to take? 
 
a. You tell your mentor that you might have made a mistake in the dosage.  
 
b. You tell your mentor that you have made a mistake with the dosage and apologise.  
 
c. You tell your mentor that you don’t know why the patient has a stomach ache.  
 
d. You tell both your mentor and the patient that you have made a mistake in the dosage, and apologise.  
 
14. You are on placement in a hospital. Your mentor has pointed out to you that the other student nurses on the 
ward appear to take less time when assisting with the medication rounds. You do not think the other students 
are being very thorough, and you are sure that, if you speed up, you would be compromising on safety. Your 
placement assessment is coming up. Out of the following options, which one would you be most likely to take? 
 
a. You try to speed up a bit when assisting with the medication rounds, but try to make sure the medication is still 
distributed safely.  
 
b. You continue to take as long as you believe is necessary to safely distribute the medication.  
 
c. You observe the other student nurses while they are assisting with the medication rounds, and imitate what 
they are doing.  
 
d. You speed up your medication rounds when your mentor is around, but prioritise safety otherwise.  
 
15. You are on placement in a hospital. You are setting up the equipment for an operating procedure. The doctor 
is waiting. You know that this doctor has a negative attitude towards nurses, and has previously complained 
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about nurses being slow and incompetent. However, you notice that the patient has a distressed look on her 
face. Out of the following options, which one would you be most likely to take? 
 
a. You continue to set up the operating equipment without talking to the patient.  
 
b. While continuing to set up the operating equipment, you ask the patient if she is feeling okay.  
 
c. You pause setting up the equipment and ask the patient how she is feeling.  
 
d. While setting up the equipment, you tell the patient that this is quite an easy procedure, and that there is no 
reason to worry.  
 
16. You are on placement on an acute ward. It is really busy, and you have a list of tasks that you need to fulfil, 
before you can leave. You are meeting a friend for dinner tonight, and you are worried that you are going to 
be late. You notice that a patient, Maria, is crying. Out of the following options, which one would you be most 
likely to take? 
 
a. You do not stop to talk to Maria, but you mention to another member of staff that you have seen Maria crying.  
 
b. You do not stop to talk to Maria. You continue with your other tasks.  
 
c. You ask Maria what is going on, and talk to her for a few minutes. Then you continue with your other tasks.  
 
d. You let your friend know that you are going to be a bit later, and sit down to talk to Maria.  
 
17. You are on placement in a hospital, and you are taking care of a patient, Ms Richie. The doctor, who has not 
personally met Ms Richie, has prescribed her a type of medication that, given Ms Richie’s specific condition, 
may have some harmless, but inconvenient side effects. You know that there are alternatives available for this 
drug. Out of the following options, which one would you be most likely to take? 
 
a. You continue to administer the current drug without saying anything.  
 
b. You ask another student if he/she thinks that you should bring up the issue.  
 
c. You tell the doctor about Ms Richie’s condition, and why you believe that the current drug might not be the best 
option.  
 
d. You ask the doctor what he thinks about the potential side effects of the medication.  
 
18. You are on placement in a hospital. Family members of an elderly patient, Mr McGregor, are complaining 
about the fact that you seem rushed when taking care of Mr McGregor. Out of the following options, which one 
would you be most likely to take? 
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a. You explain to Mr McGregor’s family members that you are very busy, and that this is why you might seem 
rushed.  
 
b. You tell Mr McGregor’s family that they must be mistaken, because you are taking very good care of their 
relative.  
 
c. You ask Mr McGregor to confirm that he is happy with your care, and tell his family members.  
 
d. You have a conversation with Mr McGregor’s family, and Mr McGregor himself, to find out more about their 
concerns.  
 
19. You are on placement in a hospital. On your way out after your shift, you notice that a patient who has just 
been discharged is experiencing some difficulty walking, and getting to the car park. The patient’s husband is 
with her. You are tired and had been looking forward to going home. Out of the following options, which one 
would you be most likely to take? 
 
a. You arrange a wheelchair for the patient, and help her to the car park.  
 
b. You call to arrange a wheelchair for the patient, and ask a staff member who is currently on duty to help her to 
the car park  
 
c. You tell the patient and her husband that they can ask a staff member for a wheelchair.  
 
d. You call to arrange a wheelchair for the patient, so that her husband can take her to the car park. 
 
20. You are on placement in a hospital. A patient, Mrs Khan, is admitted late at night, because she has a fractured 
shoulder. In addition to this, Mrs Khan has a chronic condition, for which she requires medication. She is soon 
due her next dose. However, the drug she usually takes is not readily available at the moment, and the 
hospital pharmacy does not open until 8am. There will be no severe consequences if Mrs Khan does not take 
the drug on time, but she may experience some unpleasant withdrawal effects. Out of the following options, 
which one would you be most likely to take? 
 
a. You decide to order the drug from the hospital pharmacy in the morning.  
 
b. You make sure to check all possible alternative options, in order to get the drug earlier.  
 
c. You decide to order the drug from the hospital pharmacy in the morning, and discuss with the doctor whether 
anything can be done to minimise the withdrawal effects in the meantime. 
 
d. You decide to order the drug from the pharmacy in the morning, and decide to check on Mrs Khan a bit more 
frequently, to ensure that she’s okay during the night.  
 
21. You are on placement in a hospital. A new protocol for the safer distribution of medication has been 
presented by your manager. The other nurses are complaining that this will take them longer, and want to 
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boycott the new protocol. However, you see the benefits of the new protocol. Out of the following options, 
which one would you be most likely to take? 
 
a. You point out the benefits of the new protocol to the team.  
 
b. You do not say anything about the new protocol. 
 
c. You point out the advantages of the new protocol to some of the team members that you are close to.  
 
d. You boycott the new protocol along with the other nurses.  
 
22. You are on placement in a hospital. It has been a busy day. One of the patients, Mrs Katz, who is bed bound, 
tells you that her feet feel dirty, and that she would like to have them washed. Your shift is about to end, and 
you want to go home. Out of the following options, which one would you be most likely to take? 
 
a. Before you leave, you mention to a colleague that Mrs Katz has mentioned that her feet feel dirty.  
 
b. You ask a colleague to wash Mrs Katz’ feet.  
 
c. You ask a colleague to help you, and stay after your shift to wash Mrs Katz’ feet.  
 
d. You promise Mrs Katz that you will wash her feet when you return tomorrow.  
 
23. You are on placement in a hospital. A patient, Mr Osman, has had a stroke and has trouble communicating 
clearly. When you are bed-bathing Mr Osman, his body language indicates that he is feeling uncomfortable. It 
looks like he wants to say something. Your mentor, who is watching you, is encouraging you to continue. She 
has previously told you that good nurses need to be practical and efficient. Out of the following options, which 
one would you be most likely to take? 
 
a. You continue bed-bathing Mr Osman.  
 
b. You continue bed-bathing Mr Osman, but try to be a bit gentler.  
 
c. You stop bed-bathing Mr Osman, and try to find out why he is feeling uncomfortable.  
 
d. You reassure Mr Osman that it will only take a minute until you are done.  
 
24. You are on placement in a hospital. Mr Karwowski, who is from Poland and does not speak English very well, 
has signed a consent form for a procedure. However, when you speak to him, you are unsure whether he has 
actually understood the information. You are contemplating whether to bring this up with the doctor, but you 
are afraid that you might be wrong, and that he will not take you seriously. Out of the following options, which 
one would you be most likely to take? 
 
a. You do not bring up the issue with the doctor.  
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b. You explain to the doctor that you are unsure whether Mr Karwowski has understood the information.  
 
c. You ask another student whether he/she thinks you should tell the doctor about your concerns.  
 
d. You ask the doctor if he thinks that Mr Karwowski has understood the information.  
 
25. You are on placement at the A&E department of a hospital. A mother brings in her three year old son. She says 
that he has vomited and that she is concerned. The registered nurse you are working with says that this 
mother has been in before, and that the son is fine. As the mother and son are refugees, she believes that they 
are ‘playing sick’ in order to avoid being sent back to their country of origin. Out of the following options, which 
one would you be most likely to take? 
 
a. You explain to the registered nurse that there is a duty of care, and that it is therefore important to take every 
patient seriously.  
 
b. You tell the registered nurse that she might be right, but that there is still a duty of care.  
 
c. You explain to the nurse that there is a duty of care, that her comment appears to be based on prejudice, and 
that it is important to take every patient seriously.  
 
d. You do not say anything to the registered nurse.  
 
26. You are on placement in a hospital. You are helping Mrs Jones, an elderly patient who has dementia, get 
dressed. However, you cannot find any underwear for Mrs Jones, and she does not know where it is either. 
Your mentor has told you to hurry up. You know that Mrs Jones is probably just going to stay in bed. Out of the 
following options, which one would you be most likely to take? 
 
a. You leave Mrs Jones without underwear for the day.  
 
b. You try to find a pair of underwear for Mrs Jones, elsewhere on the ward.  
 
c. You leave Mrs Jones without underwear for now, but promise to come back as soon as you can.  
 
d. You leave Mrs Jones without underwear, and ask her if she can ring a family member to bring some.  
 
27. You are on placement in a hospital. A patient, Mr Ericsson, is admitted to your ward. You know that Mr 
Ericsson has previously been in prison for a violent crime, and, although his current behaviour is gentle, you 
feel uncomfortable around him. Mr Ericsson needs help washing himself. Out of the following options, which 
one would you be most likely to take? 
 
a. You help Mr Ericsson wash himself, and strike up a friendly conversation with him.  
 
b. You help Mr Ericsson wash himself, but do not engage in conversation with him.  
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c. You wait until someone else offers to help Mr Ericsson wash himself.  
 
d. You help Mr Ericsson wash himself, but keep the conversation to a minimum.  
 
28. You are on placement in a residential setting. Eve, a fellow nursing student, asks you a question about the 
treatment of Mrs Ewing, who has severe dementia. Mrs Ewing is within hearing distance, and notices that Eve 
is talking about her. Mrs Ewing may not understand what is being said about her, and, if she does, 
she may forget it soon. Out of the following options, which one would you be most likely to take? 
 
a. You tell Eve that Mrs Ewing can probably hear you, and ask her to stop talking.  
 
b. You ask Eve to lower her voice, as Mrs Ewing can probably hear you.  
 
c. You answer Eve’s question about Mrs Ewing’s treatment.  
 
d. You ask Eve to stop talking, and point out that discussions about patients should not take place when they are 
within hearing distance.  
 
 
 
Additional question: 
 
 Which of the scenarios did you find particularly challenging and why? 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
 
To emphasise, should you have any concerns while in practice, you should speak to a mentor, 
learning environment lead, or practice liaison tutor as soon as possible (see 
http://surreylearn.surrey.ac.uk/d2l/le/content/118344/Home and 
http://surreylearn.surrey.ac.uk/d2l/le/content/118344/viewcontent/1197845/view). 
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Item: A: B: C: D: 
1 1 2 0 3 
2 3 0 1 2 
3 2 3 1 0 
4 2 0 3 1 
5 0 2 3 1 
6 3 2 1 0 
7 0 1 2 3 
8 0 1 3 2 
9 2 3 0 1 
10 0 1 2 3 
11 0 3 1 2 
12 0 2 3 1 
13 1 2 0 3 
14 2 3 0 1 
15 0 2 3 1 
16 1 0 2 3 
17 0 1 3 2 
18 2 0 1 3 
19 3 2 0 1 
20 0 3 2 1 
21 3 1 2 0 
22 1 2 3 0 
23 0 2 3 1 
24 0 3 1 2 
25 2 1 3 0 
26 0 3 2 1 
27 3 1 0 2 
28 2 1 0 3 
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Appendix 5. Resources for qualitative discussion sessions and 
interviews 
 
5.1. Topic guide for main study discussion sessions 
 
- Which of the scenarios did you find particularly difficult and why? 
- Looking at Scenario X, what would be your most important considerations? 
- Looking at Scenario X, which of the four response options do you consider to be acceptable, and   
which do you consider to be unacceptable? 
- Looking at Scenario X, do you think the ‘best’ response option is among the four options, or do you 
think a different response option would be better? Why?
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5.2. Fact sheet for tutors in supplementary study 
 
Background and study aim: 
This research took place in the context of Values Based Recruitment (VBR). The aim of the study was to 
explore potential differences in values between first, second and third year Adult Nursing students, in 
order to hypothesise whether and how such students’ values might change over the duration of their 
education programme. As this study took place in the context of Values Based Recruitment (VBR), the 
NHS Constitution values, which underpin VBR, were used as a primary framework. These are: working 
together for patients; respect and dignity; commitment to quality of care; compassion; improving lives; 
and everyone counts.  
 
Methods: 
A Situational Judgement Test (SJT) was developed to assess students’ value congruence with the NHS 
Constitution values. This test presented students with hypothetical nursing-related scenarios. Students 
were asked to select a response to each scenario from a list of options. For each scenario, there were 
options that reflected the NHS Constitution values, as well as options that reflected conflicting values 
(relating to, for instance, personal gain, conformity to others, exerting one’s power, and doing what is 
pleasurable). Response options corresponded to a number of points. The higher a student’s SJT score, the 
higher was their assumed congruence with the NHS constitution values. A free-text question at the end of 
the SJT, asking students which of the scenarios they found most challenging, and subsequent discussion 
sessions in which this same question was addressed in more detail, provided additional qualitative data. 
A total of 13 first year students, 15 second year students, and nine third year students participated in the 
study.  
 
Results: 
SJT scores were highest in year one, and lowest in year three, implying that, the higher the year of study, 
the lower was the students’ value congruence with the NHS Constitution values.  
The qualitative data revealed several themes. First year students’ comments were characterised by 
idealism. For several SJT scenarios, they believed that none of the response options were in line with 
what they would do in practice, and suggested more idealistic alternatives. This was not the case for 
second and third year students.  
Amongst all year groups, the topic of organisational hierarchy was discussed. First year students believed 
that this was mainly related to one’s level expertise. However, second and third year students related the 
topic of hierarchy to negative experiences in clinical practice. Second year students stated that doctors 
disrespected them (and nurses in general), and did not listen to them. Third year students suggested that 
this depended on the doctor, but still perceived challenging a doctor to be scary. The responses of second 
and third year students implied that they found it difficult to communicate with professionals outside of 
the nursing group.  
Third year students commented that registered nurses often had negative attitudes towards students 
(e.g. nurses feeling threatened by knowledgeable students), and that they expressed corresponding 
behaviour. Both second and third year students indicated that they were afraid of repercussions, should 
they speak out against suboptimal practice. This mainly related to the fear of being marked down by 
one’s mentor, which was strongest in the third year. Third year students stated that being marked down 
was a reality in practice, and that it had happened to them and their fellow students, after speaking out. 
Third year students felt vulnerable and alone in clinical practice situations, commenting that they were 
outsiders. These themes found in the qualitative analysis are thought to explain the pattern of lower SJT 
scores in higher years of study. 
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5.3. Interview guide for supplementary study 
 
 
1. To what extent can you relate to these findings? Is there anything that surprises you? 
Why/why not? 
 
2. What do you make of these findings/what do you think they mean? 
 
3. What are your thoughts about the idealistic views that first year students present?  
 
4. What are your thoughts regarding the negative attitudes of registered nurses towards 
students, as indicated by third year students? What do you think might be done to address 
this? 
 
5. What are your thoughts regarding the isolation experienced by third year students? What do 
you think might be done to address this? 
 
6. What are your thoughts on the fear that second and third year students have of being 
marked down when speaking out against suboptimal practice? What do you think might be 
done to address this? 
 
7. Do you have any ideas – in terms of education, practice policy, further research, or 
otherwise – that could be employed to counter issues related to hierarchy when it comes to 
speaking out, or going against suboptimal practice? 
 
8. Do you have any ideas – in terms of education, practice policy, further research, or 
otherwise – that could be employed in order to counter hierarchy barriers, specifically in the 
professional communication with doctors? 
 
 
9. According to the new NMC standards, the system in which students will have one mentor 
will disappear, and students will, instead, have a ‘pool of practice supervisors’. How do you 
think this new system may influence the issues that have emerged as a result of this 
research? What are challenges? What can be gained?
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Appendix 6. Code books for qualitative data collection 
 
6.1. Code book for discussion sessions and free-text answers in main study 
 
Coding of the two discussion sessions that were held with first year students: 
 
Scenarios mentioned: Reasons and considerations: Acceptable responses: Unacceptable responses: Alternative responses: 
2 (Doctor is wearing a bracelet) - Inexperience as a nurse to 
challenge a senior doctor 
 
- Not wanting to upset people 
who are more experienced than 
you 
 
- Safety of the patient 
 
- Not knowing the doctor 
- Options that mean the issue is 
addressed straight away 
- Not addressing the issue - Asking a mentor for advice 
12 (Changing records after 
making a mistake) 
- Telling tales about a senior 
person is not a good start 
 
- Not wanting to get a 
reputation as a snitch when just 
starting 
- - - Tell the nurse in charge about 
own mistake, mentor about other 
nurse 
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- Feeling guilty either way 
14 (Student is called out for 
being slow during medication 
rounds) 
- Mentor’s comment would 
undermine confidence 
 
- Medication has to be 
distributed safely, so comment 
does not make sense 
 
- Response depends on the 
ward and patients 
- Patient safety 
- - - Explaining to the mentor that 
you are still learning and will 
speed up in the future 
27 (Patient is ex-convict) - Personal preference versus 
duty on the job  
 
- Personal safety 
 
- Being non-judgemental 
 
- Treating the patient as human 
and promoting dignity 
- Striking up a friendly 
conversation, treating the 
patient like everyone else 
- Minimal conversation with the 
patient 
 
- Not talking to the patient 
- Asking a colleague to stay within 
earshot 
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3 (Mentor is giving rough 
injections) 
- Response option student 
wanted to give was not there 
 
- Nurse might not be aware of 
rough manner 
- - Not showing compassion - Discussing the situation with the 
nurse in charge or qualified 
member of staff 
5 (Registered nurse disconnects 
patient alarms) 
- Response option student 
wanted to give was not there 
 
- Relationship with the nurse 
and confidence to challenge 
 
- Patient keeps ringing because 
he or she is bored 
- - Letting nurse disconnect 
alarms 
- Speaking to the nurse, plugging 
the buzzer back in, sit with the 
patient 
26 (No underwear can be found 
for patient) 
- Response option student 
wanted to give was not there 
 
- Patient needs to wear 
something that is her own 
 
- Looking around the ward 
might mean looking through 
other people’s stuff 
 
- Dignity of the patient 
- Getting underwear elsewhere 
(net knickers) 
 
- Leaving patient for now, 
promising to come back soon 
- Leaving the patient without 
underwear 
- Look thoroughly with the 
patient through her stuff 
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- Patient might forget to ring or 
not be able to reach the family 
1 (Pressure from colleagues to 
stay in staff room) 
- Wanting to be part of the 
team in your role as a student 
 
- Not wanting to be part of a 
negative culture 
 
- Courage and confidence to 
challenge others 
 
- Not sure if other people’s 
break time is up 
 
- Communicating in a way that 
prevents a negative 
atmosphere 
 
- Taking personal factors of staff 
into account 
- Getting up and checking on 
the patients 
- Joining in with the other staff 
members 
- Telling the staff that their 
response is inappropriate 
 
- Going to more experienced 
staff, distancing oneself from 
negative staff 
 
General:  
Limitations of response options - 
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Difficulty of challenging someone with more experience or authority - 
Factors to take into account in addition to NHS values - Duty of candour 
- Communication 
- Principles of ethics 
- NMC code 
- HCPC standards 
- 6 Cs 
 
Coding of the free-text answers provided by first year students: 
 
Scenario: Reasons and considerations: 
1 (Pressure from colleagues to stay in staff room) - Needing to be liked to get a good learning experience, but not wanting to be part of a 
negative culture 
 
2 (Doctor is wearing a bracelet) - Possible to challenge nurses as an HCA, but difficult to challenge staff as a starting nurse 
 
- Doctor has more knowledge and rights, so fighting is a waste of time 
 
- Would not know how to challenge senior or more experienced person 
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3 (Mentor is giving rough injections) 
 
- Would want to talk to head sister, but option is not included 
 
5 (Registered nurse disconnects patient alarms) 
 
- Student would plug alarm back in and chat to the patient, option not included 
 
12 (Changing records after making a mistake) - Tempting to do what the registered nurse is suggesting 
 
- Not wanting to ‘stab a colleague in the back’ 
 
20 (Patient needs medication, but pharmacy is 
closed) 
- Multiple responses are still caring  
 
- Severity of withdrawal effects unclear  
 
21 (Team members boycotting new protocol) - Needing to be liked to get a good learning experience, but not wanting to be part of a 
negative culture 
 
- Uncomfortable to speak up to people more qualified and experienced 
 
26 (No underwear can be found for patient) 
 
- Student would look thoroughly through patients’ own stuff, option not included 
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27 (Patient is ex-convict) - Option that student would prefer is not the ‘right’ thing to do 
 
28 (Colleague wants to discuss patient whilst this 
patient is present) 
 
- Situation should be discussed with the patient as well, option not included 
 
General: Scenarios where other healthcare 
professional is doing something wrong 
 
-  
General: Scenarios where healthcare 
professionals think about the job rather than the 
patient 
 
- 
General: Scenarios where the student is guided 
by the mentor and asked to rush 
- Work can be jeopardised 
 
- Care is not holistic 
 
General: Scenarios regarding challenging a more 
senior member of staff 
- Unsure if it is acceptable to speak up 
 
- Being ‘just’ a student nurse 
 
General: Scenarios where the response student 
would have given is not included 
- 
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General: Scenarios where response options 
where similar to each other 
- 
 
 
Coding of the discussion session that was held with second year students: 
 
Scenario: Reasons and considerations: Acceptable responses: Unacceptable responses: Alternative responses: 
2 (Doctor is wearing a 
bracelet) 
- Finding the balance between telling 
and asking someone senior 
 
- Not wanting to come across as rude 
- Patient safety 
 
- Doctors ignoring or not respecting 
nurses 
 
- Doctors not respecting or ignoring 
students 
 
- Not the nurse’s responsibility 
- - Questioning the doctor 
directly 
- Speaking to a mentor and asking 
about the policy 
 
- Raising the issue with the 
infection control team 
6 (Doctor believes a 
patient’s leg is not broken) 
- Doctors are unapproachable - - Accepting the doctor’s opinion  
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- Doctors ignoring nurses and 
student nurses 
 
- A more senior staff member should 
address the issue with the doctor 
 
- Doctor might be wrong 
 
- Doing what is best for the patient 
3 (Mentor is giving rough 
injections) 
- Speaking up affecting your 
placement assessment 
 
- Situation being detrimental to the 
patient 
 
- Protected status as a student 
  - Bypassing the mentor and 
bringing the issue up with 
someone else 
 
- Stepping away from the 
situation 
 
General:  
Scenarios that put you in an uncomfortable position as a student - 
Factors to take into account in addition to NHS values - NMC code 
- Ethics 
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Coding of second year students’ free-text answers: 
 
Scenario: Reasons and considerations: 
2 (Doctor is wearing a bracelet) - Hierarchy in the hospital environment 
 
- Fear that doctor will complain to mentor 
 
- Nurses not being taken seriously by doctors 
 
- Student has felt stupid in previous situations 
 
- Short duration of placement is motivation to speak up 
3 (Mentor is giving rough injections) - Mentor being unprofessional 
 
6 (Doctor believes a patient’s leg is not 
broken) 
- Nurses not being taken seriously by doctors 
 
- Student has felt stupid in previous situations 
 
- Short duration of placement is motivation to speak up 
12 (Changing records after making a mistake) - Tempting to ignore the mistake when senior member of staff suggests this 
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- Not wanting to, or finding it difficult to report the registered nurse 
 
- Importance of flagging up poor practice 
 
- Happy to admit own mistake 
 
23 (Patient uncomfortable with bed-bathing) - 
 
27 (Patient is ex-convict) - 
 
General: Scenarios about speaking up against 
more senior staff members 
- Nurses are busy and do not have time for questions 
 
- Not wanting to appear rude when challenging 
 
- Awkward and impossible to confront or judge doctors 
 
- You would hope you would speak up, but challenging in reality 
 
- Member of staff might get negative attitude towards you and complicate your work 
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General: Limitations of response options - 
 
General: Medication scenarios - 
 
 
 
Coding of the discussion session with third year students: 
 
Scenario: Reasons and considerations: Acceptable responses: Unacceptable responses: Alternative responses: 
2 (Doctor is wearing a 
bracelet) 
- Own personality and 
confidence 
 
- Challenging the doctor is the 
right thing to do for the patient 
 
- Rapport with the doctor 
 
- Age of the doctor 
 
- Discussing the situation with 
another student 
- Ignoring the situation - Speaking to a mentor 
afterwards 
 
- Speaking to the nurse in charge 
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- Scary to challenge because of 
doctor’s response 
 
- Not confronting the doctor in 
front of the patient, as they will 
then ‘have it in for you’ 
 
- Student status, being alone 
without allies 
 
- Having allies in other students 
 
- Previous experience with 
similar situations 
 
- Not wanting to jeopardise your 
mark 
 
- Not wanting to be like 
‘negative stories’ from mentors 
and senior nurses 
12 (Changing records after 
making a mistake) 
- Would not report the 
registered nurse 
 
 - Reporting the registered nurse 
 
- Confessing to own mistake, but 
not reporting the registered 
nurse 
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- Confusion about details of 
scenario 
 
- Ethical dilemma 
 
- Drug error 
 
- Registered nurse is trying to 
help you 
 
- Getting marked down 
 
- Nurses feeling threatened by 
knowledgeable students 
- Not reporting the registered 
nurse 
 
- Having a conversation with the 
registered nurse 
 
- Documenting the mistake, 
reflecting and learning 
8 (Colleague makes 
derogatory comment about 
patient) 
- Previous experience with a 
similar situation 
 
- Patient being conscious or 
unconscious  
 
- Advocating for the patient 
against prejudice  
- - - 
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- Intimidating being in a room 
full of people joking about 
something 
 
- Being the outsider in the 
scenario 
 
- Surgeons are unprofessional 
 
- Different response if it is 
student laughing versus surgeon 
 
- Same response regardless of it 
being a surgeon or a student 
laughing 
 
- Different reaction to ‘lower’ 
student than ‘higher’ student 
 
- Being a role model to a ‘lower’ 
student 
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- Age of the student 
14 (Student is called out for 
being slow during 
medication rounds) 
- Previous experience with a 
similar situation 
 
- Mentor’s comment negatively 
affecting learning 
 
- Taking time and being 
accountable for own safe 
practice 
- Speeding up, but minimising 
negative effect on safety 
 
- Taking as long as necessary 
- - 
 
General:  
Theory-practice gap regarding speaking up - 
As a student, you might be on your own - 
Factors to take into account in addition to NHS values - Patient safety 
- The Code 
- Marking by mentor 
- Ethics 
- Consequences of doing one thing over another 
- Accountability 
- Duty of care 
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- Risk assessment 
 
 
Coding of third year students’ free-text answers: 
 
Scenario: Reasons and considerations: 
2 (Doctor is wearing a bracelet) - Challenging a doctor is scary as a student 
 
- Response may depend on the doctor 
 
12 (Changing records after making a 
mistake) 
- Would admit to own mistake, but not report other nurse 
 
- Registered nurse is trying to console you 
 
14 (Student is called out for being slow 
during medication rounds) 
- Discouraging previous experience in similar situation 
 
15 (Patient is distressed before 
operation) 
- Being caring versus constraints in practice 
 
- Would continue setting up equipment, unless this is not enough for the patient 
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25 (Refugees are coming into A&E) - Moral dilemma 
 
- No response fits exactly 
 
General: Questioning or challenging 
senior members of staff 
- Not knowing the doctor 
 
- Pressure of portfolio sign-off, fear of jeopardising mark 
General: Hypothetical responses versus 
actual responses in practice 
- 
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6.2. Code book for supplementary study 
 
Deductive codes, based on the interview schedule: Inductive, data-driven codes: 
Extent of relating to the findings - Findings disappointing, but not surprising 
 
- Findings not surprising 
 
- Idealism in first year students not surprising 
 
- Negative attitudes of nurses surprising 
 
- Experiences of students not speaking up in practice 
 
- Experiences of students feeling that their 
knowledge is not recognised by doctors 
 
- Experiences of negative attitudes in nurses 
 
- Experiences of some nurses as better role models 
than others 
 
- Experiences of influence of staff on students 
 
- Linking findings to literature and research 
 
- Relating to first year idealism 
 
- Relating to hierarchy issues with doctors 
 
 
Making sense of findings - Ward culture and hidden curriculum 
 
- Difference between what should be happening and 
reality in practice 
 
- Practice culture still hierarchical 
 
- Findings show current state of the NHS 
 
- Influence of others on attitudes 
 
- Findings say something about practitioners 
 
- Individuals under pressure 
 
- Views of nurses on students 
 
- Efforts made within the nursing programme and 
gaps still existing 
 
- Importance of good management and leadership 
 
- Importance of students being part of the team 
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- Need for more integrated working between theory 
and practice 
 
 
Idealistic views of first year students - Idealism in first year students not surprising 
 
- Idealism in students is a good thing 
 
- Unrealistic idealism 
 
- Reality shock 
 
- Practice experience is needed for theory to make 
sense 
 
- Preparing students for the reality of practice 
 
- Holding onto and balancing idealism in practice 
 
- Learning triage 
 
- Effects of gaining previous healthcare experience 
prior to starting the programme 
 
- Importance of recruiting for values 
 
- Enabling students to hold on to values 
 
- Not being able to provide the care you want to give 
influences idealism 
 
Negative attitudes of nurses - Insecurity in nurses 
 
- Nurses being busy and exhausted 
 
- Mentor role is not for everyone 
 
- Not everyone becomes a mentor for the right 
reasons 
 
- Not everyone goes into nursing for the same 
reasons 
 
- Awareness of the importance and value of 
students 
 
- Potential reporting bias in relation to negative 
attitudes 
 
- Aspects of the students 
 
- Enabling students to latch onto good role models 
 
- Getting staff members to listen to and support 
students 
 
- Protected time and support for mentors 
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- Acknowledgement of the mentor role 
 
- Culture-development and leadership 
 
- Respect for each other 
 
- Preparing students prior to the placement 
 
- Preparing students to be future supervisors 
 
- More integrated working 
 
 
Isolation experienced by third year students - More isolation now than in the past 
 
- Views on students in the team 
 
- Social aspects of being part of the team 
 
- Separation and integration of theory and practice 
 
- Role of the PLT 
 
- Opportunities for students to support each other 
 
- Doing final placement in area in which one wishes 
to continue 
 
- New NMC system may help students feel more 
included in the team 
 
- New NMC system may allow for more students in 
practice area 
 
 
 
Students’ fear of being marked down - Blame culture 
 
- Student perception of being marked down 
 
- Fear of being marked down is strange, as marking 
takes place against values 
 
- Motivation to get high marks 
 
- Grading as a personal thing and power tool 
 
- Threat of being challenged as a mentor 
 
- Issue also exists in qualified nurses 
 
- Students coming to PLTs during or after the 
placement 
 
- Fear of being marked down by university tutors 
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- Working on methods of challenging constructively 
 
- More integration between practice and university 
 
- Making clear to mentors that they cannot penalise 
students for raising issues 
 
- To grade or not to grade placements 
 
- More (perceived) objectivity in new NMC system 
 
Countering hierarchy issues regarding speaking up - Having a strong personal tutor system 
 
- Promoting students' personal and relational skills 
 
- Importance of preparing students to challenge in 
practice 
 
- Rehearsing and role play of situations 
 
- Putting overt structures in place for reporting 
 
- Students supporting each other 
 
- Not enough time and room in curriculum 
 
Countering hierarchy barriers in the communication 
with doctors 
- Historical legacy of hierarchy 
 
- Aspects of different doctors 
 
- Hierarchy depends on practice area 
 
- Hierarchy issues relate to qualified staff as well 
 
- Previous experiences and hear-say 
 
- Students are not being set up to work with doctors 
 
- Students do not have the experience to challenge 
across professional boundaries 
 
- Challenging a doctor can have negative 
repercussions for students 
 
- Lack of respect depends on lack of skill 
 
- Own confidence and perceived barriers 
 
- No time and room for making everyone feel 
included 
 
- Bias towards only remembering extremes 
 
- Communicating available support to students 
 
- Rehearsing and role play 
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- Role of the PLT 
 
- Sharing vulnerability in practice through Schwartz 
rounds 
 
- Supporting students' life skills 
 
- Inter-professional working and learning 
 
- New NMC system may provide room for building 
relationships with doctors from earlier stage 
 
 
Potential gains and challenges in relation to new 
NMC standards 
- Getting used to, accepting and transitioning to the 
new system 
 
- New system combining aspects of different 
systems used in the past 
 
- More (perceived) objectivity in relation to marking 
 
- Relationship between academic assessor and 
practice assessor 
 
- More opportunity for students to choose role 
models 
 
- More opportunity for students to be involved in 
multi-professional working 
 
- Opportunity for more integration of theory and 
practice 
 
- Practice areas may be able to take on more 
students 
 
- Students may feel more included in the team 
 
- Students may feel more supported in practice 
 
- Students may feel more scrutinised 
 
- Challenges in making the placement valuable 
 
- Issue of pressure on NHS staff will not go away 
 
- Issues in relation to support and role modelling will 
not be solved 
 
- Lesser degree of standardisation 
 
- Practice supervisor will still influence assessment 
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Appendix 7. Information sheets and consent forms 
 
7.1. SJT development pilot information sheet 
 
Title of Study: An in-depth exploratory study of values in Adult Nursing students upon 
exposure to the clinical practice environment (test development pilot) 
 
University of Surrey Ref: UEC/2017/081/FHMS 
 
 
Introduction 
 
My name is Johanna Groothuizen. I am a PhD student at the University of Surrey (School of 
Health Sciences). I would like to invite you to participate in this research project which forms 
part of my PhD research. You should only participate if you want to; choosing not to take part 
will not disadvantage you in any way. Before you decide whether you want to take part, it is 
important for you to understand why the research is being done and what your participation 
will involve. Please take time to read the following information carefully and discuss it with 
others if you wish. Ask me if there is anything that is not clear or if you would like more 
information. 
 
What is the purpose of the study? 
 
I am developing an instrument to measure healthcare students’ values and their prioritisation 
in professional situations.  
 
I am predominantly looking to use this instrument within a study that aims to measure Adult 
Nursing students’ values as they progress through their course (to take place from October 
2018 onwards). This will advise educational improvements. I would be very grateful if you 
could help me test the instrument, so that its psychometric qualities can be optimised. 
 
Why have I been invited to take part in the study? 
 
You have been invited to take part in this study, because you are a second year Adult Nursing 
student, and are therefore representative of the population for whom the instrument will be 
designed.  
 
Do I have to take part? 
 
No, you do not have to participate. There will be no adverse consequences in terms of your 
legal rights and your education, that is, there will be no impact on your assessment or class of 
degree, if you decide not to participate or withdraw at a later stage. You can withdraw your 
participation at any time. You can request for your data to be withdrawn until publication of the 
data (August 2018) without giving a reason and without prejudice. 
 
If you withdraw from the study this will mean the following for your participation and data: 
Anonymous data already collected will be retained if you allow me to. No further data would 
be collected or any other research procedures would be carried out on or in relation to you.  
 
What will my involvement require/ What will I have to do? 
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Your involvement will be about 30 minutes. During this time, you will be asked to read 
hypothetical nursing scenarios and select the course of action you would be most likely to  
take from a list of response alternatives, as well as fill in another questionnaire regarding 
your values. You are free to discuss your participation in this study with others, but the 
content of the scenarios presented to you is confidential. 
 
What will happen to data that I provide? 
 
Research data are stored securely for at least 10 years following their last access and project 
data (related to the administration of the project, e.g. your consent form) for at least 6 years in 
line with the University of Surrey policies.    
 
Personal data will be handled in accordance with the UK Data Protection Act (1998). 
 
What are the possible disadvantages or risks of taking part? 
 
You might feel that you will be judged, based on your responses to the hypothetical scenarios, 
and the questionnaire about your values. This is by no means the case. The results of this 
study will only be used to optimise the psychometric qualities of the test. In addition to this, 
data will be analysed anonymously. Your personal data (if provided) will not be stored linked 
to your responses, and will only be used to contact you in case you are the winner of one of 
three £30 Amazon vouchers. 
 
What are the possible benefits of taking part? 
 
By helping to test the instrument, you may be able to contribute to advances in healthcare 
education. 
 
What happens when the research study stops? 
 
A PhD thesis will be written, and the data collected may be published in academic journals.  
 
What if there is a problem? 
 
Any complaint or concern about any aspect of the way you have been dealt with during the 
course of the study will be addressed; please contact Johanna Groothuizen, Principal 
Investigator on 07903860329, j.groothuizen@surrey.ac.uk in the first instance, or my 
Supervisor Alison Callwood (a.callwood@surrey.ac.uk). You may also contact Melaine 
Coward, Head of School (m.coward@surrey.ac.uk). 
 
Will my taking part in the study be kept confidential? 
 
Yes. Your details will be held in complete confidence and I will follow ethical and legal practice 
in relation to all study procedures. Personal data (if provided) will be handled in accordance 
with the UK Data Protection Act 1998 so that unauthorised individuals will not have access to 
them. 
 
Your data will be accessed, processed and securely destroyed by members of the research 
team. In order to check that this research is carried out in line with the law and good research 
practice, monitoring and auditing can be carried out by independent authorised individuals. 
Data collected during the study, may be looked at by authorised individuals from the University 
of Surrey, where it is relevant to your taking part in this research. All will have a duty of 
confidentiality to you as a participant and we will do our best to meet this duty.  
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The data you provide will be anonymised and your personal data (if provided) will be stored 
securely. You will not be identified in any reports/publications resulting from this research and 
those reading them will not know who has contributed to it. 
 
Full contact details of researcher and supervisor 
 
Johanna Groothuizen, 07903860329, j.groothuizen@surrey.ac.uk.  
Alison Callwood, a.callwood@surrey.ac.uk 
 
Who is organising and funding the research? 
 
This research is organised and funded by the University of Surrey. 
 
Who has reviewed the project? 
 
This research has been looked at by an independent group of people, called an Ethics 
Committee, to protect your interests. This study has been reviewed by and received a 
favourable ethical opinion from University of Surrey Ethics Committee. 
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7.2. Main study information sheet and consent form 
 
Title of Study: An in-depth exploratory study of values in Adult Nursing 
students upon exposure to the clinical practice environment 
 
University of Surrey Ref: UEC/2017/081/FHMS 
 
 
Introduction 
 
My name is Johanna Groothuizen. I am conducting Doctoral research at the University of 
Surrey (School of Health Sciences). I would like to invite you to participate in this research 
project which forms part this. You should only participate if you want to; choosing not to take 
part will not disadvantage you in any way. Before you decide whether you want to take part, it 
is important for you to understand why the research is being done and what your participation 
will involve. Please take time to read the following information carefully and discuss it with 
others if you wish. Ask me if there is anything that is not clear or if you would like more 
information. 
 
What is the purpose of the study? 
 
The aim of this study is to get to know more about the influence of clinical practice experience 
(and related factors) on Adult Nursing students’ values in professional situations. Therefore, I 
would like to get an insight into your values and the different factors that may affect your 
values. The results of this study will be used to advise improvements to education and 
recruitment strategies. 
 
Why have I been invited to take part in the study? 
 
You have been invited to take part in this study, because you are a current Adult Nursing 
student in either year 1, 2 and 3 at the University of Surrey. Approximately 50 students per 
year group are expected to participate in this study. 
 
Do I have to take part? 
 
No, you do not have to participate. There will be no adverse consequences in terms of your 
legal rights and your education, that is, there will be no impact on your assessment or class of 
degree, if you decide not to participate or withdraw at a later stage. You can withdraw your 
participation at any time. You can request for your data to be withdrawn until publication of the 
data (February 2020) without giving a reason and without prejudice. 
 
If you withdraw from the study this will mean the following for your participation and data: 
Anonymised data already collected will be retained if you allow me to. No further data would 
be collected or any other research procedures would be carried out on or in relation to you.  
 
What will my involvement require/ What will I have to do? 
 
This research will last for one year, but your involvement will be less than one hour. If you 
agree to participate, you will be asked to read hypothetical nursing scenarios and select the 
course of action you would be most likely to take from a list of response alternatives 
(approximately 20 minutes). After this, you would participate in a discussion session 
regarding the scenarios (approximately 30 minutes). This session will be audio recorded, 
and notes will be taken. Afterwards, you are free to discuss your participation in this study 
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with others, but the content of the scenarios presented should stay within the discussion 
group. 
 
 
What will happen to data that I provide? 
 
As a publicly-funded organisation, we have to ensure when we use identifiable personal 
information from people who have agreed to take part in research, this data is processed 
fairly and lawfully and is done so on the basis of public interest. This means that when you 
agree to take part in this research study, we will use your data in the ways needed to 
conduct and analyse the research study. 
 
No identifiable personal data will be collected, apart from your signed consent form, which 
will be kept separate from the research data. All project data related to the administration of 
the project, (e.g. consent form) will be held for at least 6 years and all research data for at 
least 10 years in accordance with University policy. Your personal data will be held and 
processed in the strictest confidence, and in accordance with current data protection 
regulations. 
 
Your rights to access, change or move your information are limited, as we need to manage 
your information in specific ways in order for the research to be reliable and accurate. If you 
decide to withdraw your data from the study, we may not be able to do so. We will keep the 
information about you that we have already obtained. To safeguard your rights, we will use 
the minimum personally-identifiable information possible. 
You can find out more about how we use your information 
https://www.surrey.ac.uk/information-management/data-protection and/or by contacting 
dataprotection@surrey.ac.uk 
 
Who is Handling My Data? 
 
The University of Surrey, as the sponsor, will act as the ‘Data Controller’ for this study. We 
will process your personal data on behalf of the controller and are responsible for looking 
after your information and using it properly. This information will include your name on the 
consent form, which is regarded as ‘personal data’. We will use this information to ensure 
that we have your consent, for the purpose of the study as explained above. 
 
What are the possible disadvantages or risks of taking part? 
 
You might feel that you will be judged, based on your responses to the hypothetical scenarios. 
This is by no means the case. This study is purely exploratory, and the answers confidential. 
The researcher will not be able to link your responses back to you. 
 
What are the possible benefits of taking part? 
 
You may be able to contribute to advances in healthcare education, and you will also have the 
advantage of expressing and sharing your thoughts, feelings and opinions in a safe context. 
 
What happens when the research study stops? 
 
A PhD thesis will be written, and the data collected may be published in academic journals.  
 
What if there is a problem? 
 
Any complaint or concern about any aspect of the way you have been dealt with during the 
course of the study will be addressed; please contact Johanna Groothuizen, Principal 
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Investigator on 07903860329, j.groothuizen@surrey.ac.uk in the first instance, or my 
Supervisor Alison Callwood (a.callwood@surrey.ac.uk). You may also contact Melaine 
Coward, Head of School (m.coward@surrey.ac.uk). 
 
What if I want to complain about the way data is handled? 
 
If you wish to raise a complaint on how we have handled your personal data, you can 
contact our Data Protection Officer Mr James Newby who will investigate the matter. If you 
are not satisfied with our response or believe we are processing your personal data in a way 
that is not lawful you can complain to the Information Commissioner’s Office (ICO) 
(https://ico.org.uk/). 
For contact details of the University of Surrey’s Data Protection Officer please visit: 
https://www.surrey.ac.uk/information-management/data-protection 
 
Will my taking part in the study be kept confidential? 
 
Yes. Your details will be held in complete confidence and I will follow ethical and legal practice 
in relation to all study procedures. Your data will be handled in accordance with current data 
protection regulations, so that unauthorised individuals will not have access to them. 
 
Your data will be accessed, processed and securely destroyed by members of the research 
team. In order to check that this research is carried out in line with the law and good research 
practice, monitoring and auditing can be carried out by independent authorised individuals. 
Data collected during the study, may be looked at by authorised individuals from the University 
of Surrey, where it is relevant to your taking part in this research. All will have a duty of 
confidentiality to you as a participant and we will do our best to meet this duty.  
 
The research data you provide will be anonymous. You will not be identified in any 
reports/publications resulting from this research and those reading them will not know who 
has contributed to it. 
 
Full contact details of researcher and supervisor 
 
Johanna Groothuizen, 07903860329, j.groothuizen@surrey.ac.uk.  
Alison Callwood, a.callwood@surrey.ac.uk 
 
Who is organising and funding the research? 
 
This research is organised and funded by the University of Surrey. 
 
Who has reviewed the project? 
 
This research has been looked at by an independent group of people, called an Ethics 
Committee, to protect your interests. This study has been reviewed by and received a 
favourable ethical opinion from University of Surrey Ethics Committee. 
 
 
Thank you for taking the time to read this Information Sheet. 
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Please complete this form after you have listened to an explanation about the 
research. 
 
Title of Study: An in-depth exploratory study of values in Adult Nursing students upon 
exposure to the clinical practice environment 
 
University of Surrey Ref: UEC/2017/081/FHMS 
 
Thank you for considering taking part in this research. The person organising the research 
must explain the project to you before you agree to take part. If you have any questions 
arising from the Information Sheet or explanation already given to you, please ask the 
researcher before you decide whether to join in. You will be given a copy of this Consent 
Form to keep and refer to at any time. All boxes need to be ticked, apart from the one 
relating to verbatim quotations, which is optional. 
 
 
By ticking/initialling each box you are consenting to this element of the study. It will be 
assumed that un-ticked/un-initialled boxes mean that you DO NOT consent to that part of the 
study and you may be deemed ineligible for the study. 
  
 
 
1. I confirm that I have read and understood the information sheet dated 18/10/2018 
(version 3) for the above study. I have had the opportunity to consider the information 
and asked questions which have been answered satisfactorily. 
 
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time without giving any reason and without being disadvantaged in any way. 
Furthermore, I understand that I will be able to withdraw my data up to the point of 
publication (February 2020).  
 
3. I consent to the processing of my personal information for the purposes explained to 
me. I understand that such information will be handled in accordance with current 
data protection regulations. 
 
4. I understand that my information may be subject to review by responsible individuals 
from the University of Surrey and/or regulatory authority for monitoring and audit 
purposes. 
 
5. I understand that confidentiality and anonymity will be maintained and it will not be 
possible to identify me in any publications   
 
 
Please tick 
or initial 
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6. I consent to the discussion session being audio recorded. 
 
 
7. I consent to notes of the discussion session being taken by a scribe. 
 
 
8. I consent to anonymous verbatim quotations being used in reports. 
 
 
 
9. I agree to maintain the confidentiality of the discussion session. 
 
 
 
 
__________________               __________________              _________________ 
Name of Participant                 Date          Signature 
 
 
__________________               __________________              _________________ 
Name of Researcher                 Date                              Signature 
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7.3. Supplementary study information sheet and consent form 
 
Title of Study: An in-depth exploratory study of values in Adult Nursing students upon 
exposure to the clinical practice environment 
University of Surrey Ref: UEC2017081FHMS 
YOU WILL BE GIVEN A COPY OF THIS INFORMATION SHEET 
 
Invitation Paragraph  
My name is Johanna (Hanna) Groothuizen and I am a PhD student at the University of 
Surrey, School of Health Sciences. I would like to invite you to participate in this research 
project which forms part of my PhD research. You should only participate if you want to; 
choosing not to take part will not disadvantage you in any way. Before you decide whether 
you want to take part, it is important for you to understand why the research is being done 
and what your participation will involve. Please take time to read the following information 
carefully and discuss it with others if you wish. Ask me if there is anything that is not clear or 
if you would like more information. 
 
What is the purpose of the study? 
The aim of this study is to get to know more about the influence of clinical practice 
experience (and related factors) on Adult Nursing students’ values in professional situations. 
I have now completed my research with the students. In order to gain further context and 
input for recommendations to education and clinical practice environments, I would like to 
present the findings to you, and discuss your views, in an interview session. 
 
Why have I been invited to take part? 
I am inviting you as you are a member of staff with duties/knowledge relating to Adult 
Nursing practice learning. Adult Nursing Practice Liaison Tutors (or those with recent 
experience in this role) and the Lead for Practice Education at the University of Surrey will 
be invited to participate. The expected number of participants is four to 15. 
 
Do I have to take part? 
Participation is voluntary. You do not have to take part. You should read this information 
sheet and if you have any questions you should ask the research team.  
 
What will happen to me if I take part? 
If you decide to take part you will be given this information sheet to keep and will be asked to 
sign a consent form. I will then discuss the findings of the research with students with you, 
and ask you for your thoughts and input in a one-to-one interview session. The interview will 
take approximately 30 to 60 minutes and will be based at the University of Surrey. The 
interview will be recorded and analysed.  
 
 
421 
 
What are the possible benefits and risks of taking part? 
Through participating in this study, you will gain information about influences on students’ 
values in clinical practice environments. This may be relevant to you as a Practice Liaison 
Tutor/Lead for Practice Education. The information we will get from your participation in this 
study will provide context for the findings of the research with students, and will help with 
making recommendations for education and clinical practice environments.  
No major disadvantages are expected to be associated with participating in this study, apart 
from that it will take up some of your time. 
 
How is the project being funded? 
The project is being funded by the University of Surrey (Centre for Research in Nursing and 
Midwifery Education).   
This study has been given a favourable ethical opinion by the University of Surrey Ethics 
Committee. 
 
What if something goes wrong? 
If you wish to make a complaint about the conduct of the study you can contact me, using 
the details below for further advice and information: 
Johanna Groothuizen, University of Surrey, 5th floor Duke of Kent building 
j.groothuizen@surrey.ac.uk 
079 0386 0329.  
It is also possible to contact my supervisor Alison Callwood (a.callwood@surrey.ac.uk) or the 
Head of School Melaine Coward (m.coward@surrey.ac.uk).  
The University has in force the relevant insurance policies which apply to this study.  If you 
wish to complain, or have any concerns about any aspect of the way you have been treated 
during the course of this study then you should follow the instructions given above. 
 
Who should I contact for further information? 
If you have any questions or require more information about this study, please contact me 
using the following contact details:  
j.groothuizen@surrey.ac.uk, 079 0386 0329. 
 
Who is Handling My Data? 
The University of Surrey, as the sponsor, will act as the ‘Data Controller’ for this study. We 
will process your personal data on behalf of the controller and are responsible for looking 
after your information and using it properly. This information will include your name and 
email address, which is regarded as ‘personal data’. We will use this information as 
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explained in the ‘What is the purpose of the study’ section above. You will not be identifiable 
from any reports.  
 
What will happen to my data? 
As a publicly-funded organisation, we have to ensure when we use identifiable personal 
information from people who have agreed to take part in research, this data is processed 
fairly and lawfully and is done so on the basis of public interest. This means that when you 
agree to take part in this research study, we will use your data in the ways needed to 
conduct and analyse the research study. 
All project data related to the administration of the project, (e.g. consent form) will be held for 
at least 6 years and all research data for at least 10 years in accordance with University 
policy.  Your personal data will be held and processed in the strictest confidence, and in 
accordance with current data protection regulations.  
Your rights to access, change or move your information are limited, as we need to manage 
your information in specific ways in order for the research to be reliable and accurate. If you 
decide to withdraw your data from the study, we may not be able to do so. We will keep the 
information about you that we have already obtained. To safeguard your rights, we will use 
the minimum personally-identifiable information possible. 
You can find out more about how we use your information 
[https://www.surrey.ac.uk/information-management/data-protection and/or by contacting 
dataprotection@surrey.ac.uk]. 
 
What will happen to the results of the study? 
I will produce a final report summarising the main findings, which will be sent to you. I also 
plan to disseminate the research findings through publication and conferences. 
Anonymised data will be deposited or submitted to an open source online research data 
repository at the end of the study. This data may be used for future research. 
 
Will my data be used for future research? 
When you agree to take part in a research study, the information we collect may be provided 
to researchers running other research studies in this organisation and in other organisations. 
These organisations may be universities, NHS organisations or companies involved in 
research in this country or abroad. Your information will only be used by organisations and 
researchers to conduct research and processed on the basis of public interest.  
 
This information will not identify you and will not be combined with other information in a 
way that could identify you. The information will only be used for the purpose of research, 
and cannot be used to contact you or to affect you. It will not be used to make decisions 
about future services available to you, such as insurance. 
 
What if I want to complain about the way data is handled? 
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If you wish to raise a complaint on how we have handled your personal data, you can 
contact our Data Protection Officer Mr James Newby who will investigate the matter. If you 
are not satisfied with our response or believe we are processing your personal data in a way 
that is not lawful you can complain to the Information Commissioner’s Office (ICO) 
(https://ico.org.uk/).  
For contact details of the University of Surrey’s Data Protection Officer please visit: 
https://www.surrey.ac.uk/information-management/data-protection  
 
Limits to confidentiality 
Confidentiality will be respected unless there are compelling and legitimate reasons for this 
to be breached.  If this was the case we would normally inform you first of any decisions that 
might limit confidentiality. 
 
Thank you for reading this information sheet and for considering taking part in this 
research. 
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Please complete this form after you have read the Information Sheet and/or listened to an 
explanation about the research. 
 
Title of Study: An in-depth exploratory study of values in Adult Nursing students upon 
exposure to the clinical practice environment 
 
University of Surrey Ref: UEC2017081FHMS 
 
Thank you for considering taking part in this research. The person organising the research must 
explain the project to you before you agree to take part. If you have any questions arising from the 
Information Sheet or explanation already given to you, please ask the researcher before you decide 
whether to join in. You will be given a copy of this Consent Form to keep and refer to at any time. 
By ticking/initialling each box you are consenting to this element of the study. It will be assumed that 
un-ticked/un-initialled boxes mean that you DO NOT consent to that part of the study and you may be 
deemed ineligible for the study. Points 1 to 6 are compulsory for participation. Points 7 and 8 are 
optional. Please circle either ‘YES’ or ‘NO’. 
 
 
 
1. I confirm that I have read and understood the information sheet dated [Version 1, 14/03/2019] 
for the above study. I have had the opportunity to consider the information and asked 
questions which have been answered satisfactorily. 
 
2. I understand that my participation is voluntary and that I am free to withdraw at any time 
during the study without giving any reason and without being disadvantaged in any way. 
Furthermore, I understand that I will be able to withdraw my data up to one month after the 
interview.  
 
3. I consent to the processing of my personal information for the purposes explained to me.  I 
understand that such information will be handled in accordance with current data protection 
regulations. 
 
 
4. I understand that my information may be subject to review by responsible individuals from the 
University of Surrey and/or regulators for monitoring and audit purposes. 
 
5. I understand that confidentiality and anonymity will be maintained and the researcher will not 
identify me in any research output.   
 
6. I consent to my interview being audio recorded. 
 
 
7. I consent to anonymous verbatim quotations being used in reports.    YES/NO (please circle) 
 
 
8. I wish to receive a copy of the summary of the findings.                   YES/NO (please circle) 
Please tick 
or initial 
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__________________               __________________              _________________ 
Name of Participant                 Date        Signature 
 
 
__________________               __________________              _________________ 
Name of Researcher                 Date        Signature 
 
 
 
 
426 
 
Appendix 8. FEO (ethical approval) documents including amendments 
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Appendix 9. Accepted versions of articles published in the context of 
this PhD 
 
9.1. Article 1: Groothuizen, J.E., Callwood, A. & Gallagher, A. (2017). What is 
the value of values based recruitment for nurse education programmes? 
Journal of Advanced Nursing, 74(5), 1068-1077. 
 
ABSTRACT 
 
Aim 
A discussion of issues associated with Values Based Recruitment for nurse education 
programmes.  
 
Background 
Values Based Recruitment is a mandatory element in selection processes of students for 
Higher Education healthcare courses in England, including all programmes across nursing. 
Students are selected on the basis that their individual values align with those presented in the 
Constitution of the National Health Service. However, there are issues associated with the use 
of values as selection criteria that have been insufficiently addressed. These are discussed. 
 
Design 
Discussion paper. 
 
Data Sources  
This article is based on documents published on the website of the executive body 
responsible for the implementation of a policy regarding Values Based Recruitment in Higher 
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Education Institutions up until June 2017 and our evaluation of the conceptualisation of 
Values Based Recruitment, underpinned by contemporary theory and literature.  
Implications for nursing 
Values Based Recruitment influences who is accepted onto a nurse education programme, but 
there has been limited critical evaluation regarding the effectiveness of employing values as 
selection criteria. Values are subject to interpretation and evidence regarding whether or how 
Values Based Recruitment will improve practice and care is lacking. The issues discussed in 
this article show that Higher Education Institutions offering nursing courses, whether in 
England or in other countries, should be critical and reflective regarding the implementation 
of Values Based Recruitment methods.  
 
Conclusion 
We call for a debate regarding the meaning and implications of Values Based Recruitment 
and further research regarding its validity and effectiveness.  
 
KEY WORDS 
values, values based recruitment, healthcare, nursing, higher education, policy, students, 
ethics, social psychology. 
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SUMMARY STATEMENT 
 
Why is this research or review needed? 
• Determining best practice regarding the recruitment of students onto nurse 
education programmes is of international relevance and therefore merits attention. 
• There has been little critical engagement with the philosophical underpinning of 
values based recruitment. 
• The recruitment of students on the basis of their values currently has a 
questionable evidence-base, which needs to be addressed.  
 
What are the key findings? 
• There is a lack of clarity regarding what exactly is being measured by Higher 
Education Institutions when it comes to Values Based Recruitment. 
• Values are subject to interpretation, which calls their suitability as criteria for the 
selection of students for nursing programmes into question.  
• It is unclear whether recruitment of students based on their values will have a 
positive influence on clinical practice and patient care. 
 
How should the findings be used to influence policy/practice/research/education? 
• Higher Education Institutions offering nursing courses should be critical and 
reflective when it comes to implementing recruitment policies based on the 
assessment of students’ values. 
• A critical debate and further research are necessary to determine the validity and 
effectiveness of recruitment policies based on the assessment of students’ values. 
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INTRODUCTION 
 
On 1 of April 2015, it became mandatory for all Higher Education Institutions (HEIs) in 
England to recruit healthcare students, including those across nursing programmes, on the 
basis that their individual values align with the values stated in the Constitution of the 
National Health Service (NHS) (Health Education England, HEE, 2016a) (Figure 1). The 
publication of the Francis report (2013), which highlighted failings of care in the Mid 
Staffordshire NHS Trust, was the catalyst for the conceptualisation and commencement of 
Values Based Recruitment (VBR) (HEE, 2016a). The report emphasised the importance of 
NHS organisations adopting a shared culture where patients are put first and related this to 
the need for ‘a common set of core values and standards shared throughout the system’ 
(Francis, 2013, p. 85) and ‘[staff applying] the NHS values in all their work’ (p. 86). One of 
the report’s core recommendations was to ‘enhance the recruitment, education, training and 
support of all the key contributors to the provision of healthcare’ (p. 5). For recruitment to the 
nursing profession specifically, selection based on, among other factors, the ‘possession of 
the appropriate values, attitudes and behaviours’ (p. 105) was recommended.  
All nursing programmes are affected by the VBR policy. However, over two years 
after its initial implementation, there are still some points that have been insufficiently 
addressed. In this discussion paper, we aim to critically discuss some of the philosophical 
issues and appraise the evidence-base for the implementation of VBR in HEIs, to generate 
debate and provide input for a research agenda. 
Although the current policy applies only to England, the subject of values in the 
healthcare sector is of international interest (Rider et al., 2014). In addition to this, academics 
in multiple countries, such as Australia, Canada and the Netherlands, have been working on 
determining best practice regarding the recruitment of healthcare students (Griffin & Wilson, 
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2010; Rees et al., 2016; Ross et al., 2017, Schripsema, van Tright, Borleffs, & Cohen-
Schotanus, 2017; de Leng et al., 2017). As collaborations (Lievens, Patterson, Corstjens, 
Martin, & Nicholson, 2016; Patterson et al., 2016) exist between researchers from England 
and researchers from other countries, to establish optimal procedures for healthcare student 
recruitment, there is a high possibility that the implementation of values based methods will 
transcend England. Therefore, we believe that the issues highlighted in this article are of 
international relevance. 
 
Background 
 
Values 
 
Values relate to what we find important in life (Schwartz, 2012). Schwartz (2012) argues that 
the same features of values are inherent to the writings of many theorists: values are beliefs, 
linked to feelings and they refer to desirable goals that motivate action; they serve as 
standards for judgement and transcend specific actions and situations. Values are ordered by 
relative importance, meaning that each individual has a personal ‘values hierarchy’, with the 
prioritisation of values influencing behaviour (Schwartz, 2012). The initial development of 
values takes place through social interaction with others, such as parents and teachers (Parks 
& Guay, 2009).  
Information regarding the origin of (moral) values can be found in the discipline of 
ethics. Whilst many ethical theories exist, three have predominated: deontology, 
utilitarianism and virtue ethics (Baron, Pettit, & Slote, 1997). Deontology (or Kantian ethics) 
emphasises the importance of acting in accord with duties or obligations (Wood, 2008). 
Utilitarianism (or consequentialism) focuses on the consequences of actions and aims 
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towards 'the greatest happiness of the greatest number' (Scheffler, 1998). Virtue ethics is 
character-based, focused on the development of ethical dispositions or ‘virtues’ (Banks & 
Gallagher, 2008). Values can, thus, originate from duties, principles or virtues and can focus 
on actions or their consequences, or on the character of moral agents. As HEE (2016a), 
responsible for the implementation of VBR, emphasises the importance of having the ‘right 
people’ working in the NHS (focus on character, rather than actions), its approach appears to 
fit the virtue ethics paradigm. 
According to MacIntyre (1985), a tentative definition of a ‘virtue’ is ‘an acquired 
human quality the possession and exercise of which tends to enable us to achieve those goods 
internal to practices and the lack of which effectively prevents us from achieving any such 
goods’. Medicine is an example of such ‘practices’ (MacIntyre, 1985), its purpose being the 
‘good’ of the patient (Pellegrino, 2007). The literature on virtues is greatly influenced by 
early philosophers such as Aristotle (Hursthouse & Pettigrove, 2016). Aristotle (trans. 1999) 
believed that moral virtues can be acquired through habit. According to Pattison (2004), 
people become virtuous performers by habitually conforming to values, to pursue desirable 
ends. Virtues and values are therefore separate constructs, but can closely relate to one 
another. 
 
The evolution of Values Based Recruitment in England 
 
To understand how Values Based Recruitment (VBR) for healthcare education was 
conceived in England, it is important to consider its context and background. Although values 
have been discussed in relation to healthcare for a long time (e.g. Cuthbert & Quallington, 
2008), a lack of published evidence indicates that they were barely mentioned in the context 
of English healthcare education recruitment, prior to the publication of the Francis report 
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(2013) and the subsequent introduction of the VBR framework (HEE, 2016a). This does not 
necessarily mean that values were left unconsidered in selection processes: pre-existing 
recruitment methods, such as personal statements and interviews (in addition to school grade 
assessment and literacy and numeracy tests to assess academic ability), may have provided 
selection committees with information regarding applicants’ values. In addition to this, the 
UK literature shows an increasing interest in alternative selection methods focused on non-
cognitive aspects, in the years before the publication of the Francis report. Lumsden, Bore, 
Millar, Jack and Powis (2005), for example, concluded that the incorporation of a tool 
assessing ‘personal qualities’ may have positive influences on the selection of medical 
students. Following a successful pilot study, the University of Dundee started using Multiple 
Mini Interviews (MMIs), to assess desirable non-cognitive attributes in applicants to medical 
school in 2009 (Dowell, Lynch, Till, Kumwenda, & Husbands, 2012). Examples of attributes 
measured were interpersonal and communication skills and integrity and honesty (Husbands 
& Dowell, 2013). A literature review and interview survey by Cleland, Dowell, McLachlan, 
Nicholson and Patterson (2012), regarding selection methods for medical students used by 
HEIs in the UK, makes reference to assessments of personality and emotional intelligence as 
well as non-cognitive qualities and skills. 
Personality-related concepts such as ‘attributes’ or ‘qualities’ are related to values, but 
are not the same as values (Parks & Guay, 2009). The explicit focus on ‘values’, a word 
mentioned repeatedly in the Francis report, appears to have emerged only after the 
publication of the report. Therefore, VBR (in its literal sense) can be seen as a relatively new 
concept in the context of the selection of students for healthcare education, including nursing 
programmes. All HEIs offering nurse education in England are now required to replace or 
supplement the pre-existing recruitment methods with explicit VBR strategies. As useful as 
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this may sound on an intuitive level, we believe that there are issues associated with VBR 
that merit discussion. 
 
Data sources 
This article is informed by published materials (policy documents, case studies and research 
commissioned by Health Education England (HEE), available at https://www.hee.nhs.uk/our-
work/attracting-recruiting/values-based-recruitment) in relation to the national policy of VBR 
in HEIs up until June 2017 and documents regarding the values that underpin VBR in 
England (the NHS Constitution (Department of Health, 2015a) and related publications). It 
presents our critical evaluation of the information regarding VBR and values presented in 
these documents, based on our experience and knowledge regarding healthcare, psychology 
and ethics, supported by literature and theory from these fields.  
 
DISCUSSION 
 
Confusion about what we are (or should be) recruiting for 
 
The ‘right’ values to underpin VBR 
 
The Francis report placed an emphasis on the values stated in the NHS Constitution (Francis, 
2013). However, apart from this, detail is lacking as to why these particular values have been 
chosen to underpin VBR. When a specific list of values is selected to inform recruitment 
criteria, we would expect a clear rationale for this choice to be provided. The NHS 
Constitution is by no means the only document presenting a values statement for the 
healthcare sector. On the contrary: it has been argued that a ‘tsunami of values’ has been 
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imposed on UK health professionals (Gallagher, 2013), which is difficult to negotiate. In 
addition to values statements from professional bodies, such as the Nursing and Midwifery 
Council (NMC, 2015), there are also values from local mission statements and from 
international codes and declarations. In none of its documents regarding VBR has HEE made 
clear why the NHS Constitution values should take priority over these other values, when it 
comes to the recruitment of student nurses. Nor has any reference been made to how these 
values relate to the rich body of literature that already existed in relation to ethical values in 
the nursing profession.  
One can thus question whether the NHS Constitution values are the ‘right’ values to 
underpin VBR for nurse education. Rankin (2013), however, argues that searching for the 
‘right’ values may be pointless to begin with, as it is impossible to reach a consensus. 
Attempting to meet the expectations of those receiving care might be the best thing we can do 
(Rankin, 2013). Rankin (2013), therefore believes that it may be better to, rather than based 
on specific ‘values lists’, select candidates on the basis that they recognise their own values 
and seek to bridge the gap between these and others’ values. He advocates for the inclusion 
of emotional intelligence (EI) criteria in selection processes. However, EI is controversial in 
itself (Murphy, 2006) and little research has been conducted regarding its use in selection 
settings (Patterson et al., 2014). Therefore, conclusions cannot be drawn regarding the 
suitability of EI assessment as an addition or alternative to VBR.  
 
Lack of consensus regarding the meaning of the NHS Constitution values 
 
As HEE (2016a) argues that VBR should be underpinned by the NHS Constitution values, we 
were surprised to see that VBR for nurse education, actually, often does not take place based 
on these values. Examples exist of HEIs recruiting nursing students based on the 6 Cs (Care, 
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Compassion, Competence, Communication, Courage and Commitment) (Department of 
Health & NHS Commissioning Board, 2012) or based on what experts think makes a ‘good’ 
children’s nurse (HEE, 2016b). 
Patterson et al. (2014) argue that, because of the diversity of roles and courses that 
VBR applies to, a tailored approach is more likely to accurately assess specific requirements. 
According to the NHS Constitution Handbook (Department of Health, 2015b), the NHS 
Constitution values are ‘not intended to be limiting’ and ‘individual organisations should use 
them as a basis on which to develop their own, adapting them to local circumstances’ (p. 13). 
This suggests that a tailored approach is encouraged, as long as the NHS Constitution values 
are at the basis of value development by individual organisations and that it may not be too 
problematic if HEIs use other, ‘related’ values for the recruitment of student nurses. 
However, it appears that local values are not always, as suggested in the Handbook 
(Department of Health, 2015b), developed based on those in the NHS Constitution. Instead, 
local values are linked to the NHS Constitution the other way around: a mapping document, 
promoted as ‘A quick and easy tool to help you map your values to those in the NHS 
Constitution’ has been developed by NHS Employers and HEE (2014). A flowchart instructs 
people to have their organisation’s own, existing values at hand, look through the NHS 
Constitution values and determine how they could link. The existence of such a mapping tool 
implies that NHS Employers and HEE (2014) believe that existing local values are inherently 
similar to the NHS values and can ‘quickly and easily’ be unified with these. In reality, this 
may not always be the case. 
Even when an organisation develops their values ‘the right way around’, in 
accordance with the NHS Constitution Handbook (Department of Health, 2015b), potential 
issues exist. Pattison and Pill (2004) argue that values have different meanings that exist in 
different contexts and that critical engagement and reflection are necessary for values to be of 
 
 
449 
 
use in daily practice. According to Genuis and Lipp (2013) different interpretations of the 
same guidelines can exist, due to ethical diversity, meaning that different people have 
different opinions about what constitutes concepts such as integrity, best interests and human 
rights.  
Because of the context dependency and subjectivity of values and guidelines, tailoring 
the NHS Constitution values for local use is a highly interpretative process. The meaning of 
the NHS Constitution values, as intended by the Department of Health (2015a), may get lost 
in translation, leading to HEIs unwittingly recruiting student nurses based on unrelated 
criteria. Furthermore, the possibility of values to be interpreted in different ways by different 
people adds to the notion that using values as recruitment criteria may be inappropriate to 
begin with.  
 
Values versus personality factors 
 
Regardless of the discussion regarding which values (should) underpin student nurse 
recruitment, some HEIs may not be recruiting for values-as-such in the first place.  
As briefly mentioned in the Background, literature on non-cognitive assessment for 
recruitment onto healthcare courses often focuses on personal qualities, attributes, or other 
personality-related concepts. Although, like virtues, these concepts are related to values, they 
are not the same as values (Parks & Guay, 2009). Personality concepts are more similar to 
‘traits’, which refer to the tendency to display consistent patterns in thoughts, feelings and 
actions over time and across different situations (Schwartz, 2012). Where values relate to 
what we find important, traits relate to what we are like. This means that a person can exhibit 
a certain trait (such as agreeableness), without valuing its corresponding goals (such as acting 
in an agreeable way), or lack a trait, yet value the goals corresponding with this trait highly. 
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People find their values desirable, but this is not necessarily the case for their traits 
(Schwartz, 2012). When it comes to the relationship between values, personality factors and 
motivation, Parks and Guay (2009) make a distinction between ‘Goal Content’ (the choice to 
pursue a certain goal) and ‘Goal Striving’ (the effort put into achieving this goal). They 
propose that Goal Content is related to values, whereas Goal Striving relates more closely to 
personality factors. This means that both values and personality factors influence motivation 
(and behaviour), but that this influence takes place through different pathways.  
It appears that, even though the literature points towards a difference between values and 
personality factors, this is insufficiently considered by those involved in researching and 
implementing VBR. Patterson et al. (2014), for instance, acknowledge the difference between 
values and personality factors, but talk about methods measuring desirable ‘attributes’ when 
reviewing VBR methods. Regardless of whether or not there are practical implications 
associated with this, it does, again, indicate that it is unclear what exactly we are, or should 
be, recruiting for. 
 
VBR and its relation to nursing practice and care 
 
Limited evidence-base to support VBR 
 
Public pressure for political action in the form of regulation is most likely to occur when 
outrage is high (Seeger, Sellnow, & Ulmer, 2003). In the UK, an instance of this was seen 
following the death of 8 year old Victoria Climbié at the hands of a great aunt and her 
partner, in February 2000. A public inquiry, highlighting failings in the child protection 
system, led to the implementation of the ‘Every Child Matters’ initiative and the Children Act 
2004 (Batty, 2005). As the publication of the Francis report sparked a similar public fury 
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(Darbyshire & McKenna, 2013), it is likely that there was a high amount of pressure to 
develop policy in line with its recommendations. The VBR programme, with the task of 
ensuring successful implementation of VBR on a national level, commenced in April 2013, 
only two months after the publication of the report.  
To add to the evidence-base regarding the influence of VBR on job performance, 
Patterson et al. (2014) were commissioned by HEE to conduct a literature review. However, 
this review showed that this evidence-base is limited. Most studies regarding the recruitment 
based on organisational values have taken place in (a) organisations that were, by no means, 
as large and complex as the NHS, (b) non-healthcare contexts and (c) organisational, rather 
than education settings (Patterson et al., 2014). Therefore, there may be issues with the 
generalisability of their results. Furthermore, such studies are often based on short-term, 
rather than longitudinal evidence (Patterson et al., 2014).  
Studies focused on the measurement of non-academic attributes (as mentioned 
previously: not values) in healthcare education recruitment often have academic performance, 
rather than actual practice and patient care, as an outcome measure (e.g. Husbands & Dowell, 
2013; Oluwasanjo, Wasser, & Alweis, 2015; Patterson et al., 2017). In addition, most of 
these studies are conducted with applicants to courses in medicine and dentistry (Patterson et 
al., 2014). Therefore, it is unclear to what extent the results are applicable to nursing.  
April 2015, the month when VBR became mandatory in HEIs, also marked the start 
of a longitudinal study exploring the impact of VBR on staff, trainees, patient experience and 
patient care (HEE, 2015). This study will evaluate the impact of VBR in two NHS 
organisations, as well as in two HEIs. Data will be analysed to assess whether VBR has 
caused changes in student recruitment, retention and academic performance and whether 
there is a change in adverse events or patient complaints in the NHS. As there is no other 
evidence available regarding the influence of the VBR policy in HEIs, this longitudinal study 
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can be seen as a pilot study. However, where a pilot would normally be conducted prior to 
implementing a project on a larger scale, VBR has already been implemented in HEIs 
throughout the country. As the report of the study will be published no earlier than 2019, the 
impact of VBR will remain unascertained until then. Furthermore, as only two NHS 
organisations and two HEIs are included in the study, its results may not be widely 
applicable. 
 
The dynamic nature of values and their relation to practice 
 
Inherent to VBR for nurse education is the assumption that students’ values at the point of 
recruitment are, in one way or another, relevant to later practice. As the previous paragraph 
has shown, there appears to be a lack of evidence to support this assumption.  
A long interval exists between the moment of recruitment and students’ qualification 
as nurses and values tend to change in adolescence and young adulthood, especially while 
attending university (Parks and Guay, 2009). According to Pattison and Pill (2004), it is 
incorrect to assume that values are stable constructs. Because values are learned through 
social interactions, exposure to a new social environment can cause changes in one’s values 
structure (Patterson et al., 2014). Cable and Parsons (2001), for instance, found that 
socialisation techniques used in the organisation can influence the extent to which 
newcomers’ values tend to shift towards those of the organisation. In addition to this, 
people’s attitudes or relationship to their values can change, even when those values appear 
to remain the same (Pattison, 2004). This may have an influence on the extent to which 
values predict behaviours.  
A difference should be noted between ‘normal values’, which are at the centre of 
personal and social identity and which elicit passion in an individual when challenged and 
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aspirational values, which are overtly prized, proclaimed and sought by an individual, but not 
necessarily assumed (Pattison, 2004). Research by Maben, Latter and Clark (2007) showed 
that nursing graduates’ ideals became compromised or crushed, on increased exposure to 
clinical practice. Aspirational values remained, but the graduates’ working environments 
prevented them from expressing the associated behaviours. Having the ‘right’ values 
therefore does not automatically guarantee the ‘right’ behaviours.  
Multiple studies have shown that empathy and caring attitudes towards patients can 
‘erode’ in medical students on an increase in medical knowledge and exposure to clinical 
practice (Newton, Barber, Clardy, Cleveland, & O’Sullivan, 2008; Neumann et al., 2011; 
Chen, Kirshenbaum, Kirshenbaum, & Aseltine, 2012). Several factors were associated with 
this, such as stress, a lack of good role models and prioritisation of physical over 
psychological wellbeing. In the nursing literature, compassion fatigue, which is caused by 
intense contact with patients, the use of self and exposure to stress, is an issue that is often 
written about. It can cause physical and emotional effects in the nurse, as well as callousness, 
unresponsiveness and indifference to patients, poor judgement and a lack of introspection 
(Knobloch Coetzee & Klopper, 2010). Sabo (2011) argues that compassion fatigue can cause 
changes in beliefs, expectations and assumptions, as well as detachment and decreased 
intimacy.  
Patterson et al. (2014) recognise that individuals who are recruited based on their 
values may be at risk of changing their practice through socialisation (or value 
internalisation) if they are working in environments that show a presence of suboptimal 
values. However, they do not explicitly acknowledge the potential implications this 
phenomenon may have with regard to the validity of VBR. 
 
An alternative explanation for failings of care 
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Paley (2014) discusses the possibility that a lack of values is not what caused the care failings 
described in the Francis report. He approaches the issue from a social psychology 
perspective, pointing out that inattentional blindness can explain why NHS staff failed to see 
instances of suboptimal care. As conscious perception requires attention, people can be 
‘blind’ to things they do not pay attention to (Mack & Rock, 2000). According to Paley 
(2014), cognitive dissonance, in response to the eventual realisation that one has behaved in a 
way that is unethical, can lead to a perceived need to dehumanise patients. He believes that 
this is what happened in the Mid Staffordshire NHS Trust and points out the similarities to 
the Stanford Prison Experiment (Haney, Banks, & Zimbardo, 1973). Paley (2014) also argues 
that the behaviour associated with patient dehumanisation can become a regular aspect of 
institutional life, leading to conformity and imitation among other staff members. He points 
towards two other psychological concepts, to provide an explanation for the reason why the 
general public has interpreted the issues in the Francis report as related to a lack of values or 
compassion among staff members. Paley (2014) uses the term ‘outsider disbelief’ to refer to 
the first concept and relates this to the ‘illusion of attention’ (Chabris, Weinberger, Fontaine, 
& Simons, 2011): the common belief in people that they pay attention to and notice more of 
the world around them, than they actually do. Paley (2014) argues that a universal belief that 
they are ‘better than average’ exists in people and that they therefore refuse to believe that 
they could be subject to inattentional blindness. The second concept is the ‘fundamental 
attribution error’ (Ross & Nisbett, 1991), which relates to people’s tendency to attribute the 
behaviour of others to internal factors, such as personality and underestimate the influence of 
situational factors. These concepts can lead people to believe that (a) the unethical behaviour 
described in the Francis report was a result of ‘bad character’ of the staff involved rather than 
situational factors and (b) that they themselves would never have engaged in this behaviour. 
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It is plausible that these factors have contributed to the public outrage and the perceived need 
for VBR, to ensure that future care professionals will hold the right values. 
The NHS is a large organisation, with a complex structure and different subcultures 
(Patterson et al., 2014). Mannion et al. (2008) point out that it is likely that these subcultures 
exist, not only in the different NHS institutions, but also in different departments of these 
institutions. Subcultures may share key attributes of the overall organisation, but may have 
differing views. In addition to this, subcultures differ in their malleability, when it comes to 
values and beliefs. This, again, suggests that the assumption that shared values can be 
adopted throughout an organisation as large and complex as the NHS may be incorrect. 
Conforming to group norms and corresponding behaviour patterns is a well-established 
mechanism in social cognition (Paley, 2014). Therefore, it is likely that, regardless of the 
values that students have, the environment where they work will ultimately be an important 
determinant of behaviour.  
For this reason, critics of VBR say that, to improve care, the emphasis should lie on 
improving the culture of the environment where this care is provided and where students go 
on their placements, rather than on VBR (Dean, 2014). Both individual and system-focused 
interventions to promote a culture of ethical practice are important for nurses to develop 
moral resilience, which refers to the capacity to maintain or restore integrity in response to 
moral complexity or distress (Hylton Rushton, 2016). Head nurses attending to staff’s 
working situation, reaching decisions for care inter-professionally, supporting each other in 
the team and receiving external psychosocial support, are some examples of actions that 
nurses believe contribute to a positive ethical climate (Silén, Kjellström, Christensson, 
Sidenvall, & Svantesson, 2012).  
 
The influence of selection settings on values assessment 
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A final issue that could have implications for the validity of VBR is associated with the 
susceptibility of VBR methods to coaching and faking. van Vianen (2000) argues that, in 
addition to the lack of evidence regarding a relationship between values and performance, 
values are fakeable and using them as recruitment criteria may therefore be risky.  
VBR in HEIs takes place through methods such as structured interviews, MMIs and 
Situational Judgement Tests (SJTs) (HEE, 2016b). Patterson et al. (2014) reviewed these 
different VBR methods and found that all methods for VBR are, to some extent, susceptible 
to coaching. Even responses on an SJT, the VBR method which, according to Patterson et al. 
(2014) is the least susceptible to coaching, are fakeable (Nguyen, Biderman, & McDaniel, 
2005). This is a major limitation with regard to the possibility of assessing values in a 
selection setting.  
It also sheds a new light on preliminary evidence that SJT and MMI scores are 
positively correlated with academic performance (e.g. Husbands & Dowell, 2013): it is 
possible that a student who is preoccupied with performance has a higher tendency to seek 
coaching in advance of, or fake values in the selection process. Such a student may also be 
more likely to seek coaching throughout the duration of the course and study hard for exams, 
providing an explanation for a positive correlation between SJT or MMI scores and academic 
performance that is essentially unrelated to any of the values or desirable attributes the MMI 
or SJT was intended to measure. 
 
Implications for nursing 
 
VBR, as a mandatory element of recruitment, applies to all Adult, Child, Learning Disability 
and Mental Health nurse education programmes. As information regarding recruitment 
methods is shared internationally, there is a possibility that other countries will follow 
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England’s example and develop VBR policies of their own. VBR greatly influences who is 
recruited onto a nursing programme. Potential student nurses who fail to meet an HEI’s VBR 
criteria, can be rejected from a programme, regardless of other competencies (such as 
cognitive skills) desirable for nursing they may have. As the English VBR policy became 
active on April 1st, 2015, all student nurses starting their course in September 2015 or later 
were influenced by the policy. This means that all students qualifying as nurses in England 
from 2018 onwards have, at some point in time, to standards held by a certain HEI, met the 
requirements of VBR, but little is known regarding whether or how this will influence 
clinical practice and patient care. The issues that have been discussed in this article show that 
HEIs offering nursing courses should not blindly adhere to VBR policies, or assume that 
methods proposed for VBR are inherently valid. Rather than hastily and uncritically putting 
VBR methods in place, we advise HEIs to reflect on the meaning of VBR, its utility and its 
implementation.  
 
CONCLUSION 
 
The aim of this article was to discuss some of the philosophical issues associated with VBR 
and appraise the evidence-base for its implementation in HEIs. We call for a debate regarding 
the validity and effectiveness of VBR. The lack of a clear rationale for the allegiance to the 
NHS Constitution values, the subjective nature of values themselves and the confusion 
between values and personality factors suggest that more critical engagement is necessary, to 
determine what exactly it is that we are recruiting for. Regardless of this, a discussion needs 
to take place on whether a lack of values in healthcare organisations is a problem that needs 
to be addressed (by initiatives such as the VBR policy) in the first place, or whether other 
factors, such as inattentional blindness and cognitive dissonance, provide a more appropriate 
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explanation for examples of suboptimal care. If the latter is the case, policies that focus on 
creating awareness of these concepts among staff and improving organisational cultures and 
ethical climates, may be more effective than VBR. HEIs, whether in England or in other 
countries, should take these issues into account when considering the implementation of 
recruitment strategies based on students’ values. On a more general level, we believe that a 
debate should be sought regarding the widespread implementation of a policy (such as the 
VBR policy), before evidence has become available regarding its effectiveness.  
In addition to the discussions that need to take place, further research needs to be 
conducted regarding the relationship between VBR and the quality of nursing practice and 
care, the development of values in student nurses over time and the influence of the selection 
setting on the possibility to assess for values, as these factors have potential implications for 
the validity and effectiveness of VBR. At the moment, we seem to have more questions than 
answers. We have yet a long way to go, before we can determine the ‘value’ of Values Based 
Recruitment.  
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Abstract 
 
Values Based Recruitment is used in England to select healthcare staff, trainees and students on the 
basis that their values align with those stated in the Constitution of the United Kingdom National 
Health Service (NHS). However, it is unclear whether the extensive body of existing literature within 
the field of moral philosophy was taken into account when developing these values. Although most 
values have a long historical tradition, a tendency to assume that they have just been invented, and to 
approach them uncritically, exists within the healthcare sector. Reflection is necessary. We are of the 
opinion that selected virtue ethics writings, which are underpinned by historical literature as well as 
practical analysis of the healthcare professions, provide a helpful framework for evaluation of the 
NHS Constitution values, to determine whether gaps exist, and improvements can be made. Based on 
this evaluation, we argue that the definitions of certain NHS Constitution values are ambiguous. In 
addition to this, we argue that “integrity” and “practical wisdom”, two important concepts in the 
virtue ethics literature, are not sufficiently represented within the NHS Constitution values. We 
believe that the NHS Constitution values could be strengthened by providing clearer definitions, and 
by integrating “integrity” and “practical wisdom”. This will benefit Values Based Recruitment 
strategies. Should healthcare policy-makers in other countries wish to develop a similar Values Based 
Recruitment framework, we advise that they proceed reflectively, and take previously published 
virtue ethics literature into consideration. 
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Background 
 
The publication of the Francis report,[1] highlighting care failings within the Mid Staffordshire Trust, 
has brought about a renewed emphasis on ethical practice within the UK National Health Service 
(NHS). The report recommended a more visible adoption of values throughout the system. In 
response, the Values Based Recruitment (VBR) framework[2] was introduced in England. Future NHS 
professionals are now recruited on the basis that their values align with the NHS Constitution 
values[3,figure1]. These values are claimed to have been developed through “a long process of research, 
and consultation with staff, patients and the public”.[4,p.24] However, it is unclear whether previous 
work within the field of moral philosophy has been taken into account within this process. According 
to Gallagher,[5] there is a tendency to assume that values have just been invented, and to approach 
them uncritically, without considering their philosophical background. Most values, however, have a 
long historical tradition,[5] related to, in particular, the virtue ethics “branch” of moral philosophy.  
When it comes to VBR, we believe that, as of 2018, there is still room for improvement. In 
this viewpoint article, we aim to establish whether contemporary virtue ethics literature is sufficiently 
reflected within the NHS values. We propose a link between VBR and virtue ethics, identify relevant 
virtues for the healthcare professions, and compare these to the NHS values, in order to evaluate them. 
Subsequently, we make recommendations for improvements, to benefit VBR practice. Although the 
VBR framework only applies to England, the topic of values within the healthcare sector is of 
international interest.[6] Therefore, we believe that the evaluation presented in this article will be of 
relevance to other countries as well.   
 
Virtue ethics 
 
As a rationale for VBR, Health Education England[2], the organisation responsible for 
introducing the VBR framework, emphasise the significance of having “the right people” working 
within the NHS. This implies a belief in the existence of character aspects that make a “good” 
healthcare professional. For this reason, we see a link with a virtue ethics approach to moral 
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philosophy: Virtue ethics focuses on the development of ethical dispositions or “virtues”[7] to 
underpin moral behaviour, and is therefore character-based. As such, virtue ethical theories differ 
from other moral philosophy approaches, which emphasise the assessment of the rightness of actions 
(deontology), or their consequences (utilitarianism/consequentialism).[8] MacIntyre[9] argues that 
“character” tends to fuse aspects of the social and the individual. He sees it as a specific type of social 
role, which, unlike most other social roles, “places a certain kind of moral constraint on the 
personality”.[9,p.27] One’s character morally legitimates one’s manner of social existence, and people 
use knowledge regarding their character to guide and structure behaviour.[9]  
 The Francis report indicates that one of the causes of the care failings in the Mid Staffordshire 
Trust was the prevalence of a culture focused on doing “the system’s business, rather than that of the 
patients”.[1,p.4] Such an observation is not exclusive to this report: It has been argued that the current 
climate of regulation and standardised assessment in the healthcare sector threatens key features of 
professional ethics, such as moral reflection.[7] Therefore, we believe that, now more than ever, a 
virtue ethics approach is of relevance: this perspective is aspirational, and shifts the focus back to 
healthcare practitioners themselves, putting an emphasis on the kind of people they are, and should 
strive to become.[7]  
 
 
Virtues, and their relation to values 
 
According to MacIntyre,[9,p.191] a tentative definition of a virtue is “an acquired human quality the 
possession and exercise of which tends to enable us to achieve those goods internal to practices and 
the lack of which effectively prevents us from achieving any such goods”.  
Much work on virtue ethics is influenced by Aristotle, who developed the idea of “human 
flourishing” as a telos for human beings, and the necessity of acquiring virtues to achieve this.[10,11] 
Aristotle[12] made a distinction between intellectual virtues, such as practical wisdom, and moral 
virtues, such as courage and truthfulness. Many (professional) virtues examined by modern day virtue 
ethicists are based on Aristotle’s work.  
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Values and virtues are closely related concepts.[13] Pattison[13] explains the relationship 
between the two: Habitual conformation to values, to pursue certain ends, can make one a virtuous 
performer.  
 
Lists of healthcare virtues  
 
In recent years, the interest in virtue ethics has transferred from the field of moral philosophy into the 
field of applied, or professional ethics.[7] Contemporary virtue ethical work emphasises the role of 
virtues in professional life.[14] Carr[14] argues that, although it is desirable that all in occupational 
positions are of “good character”, specific virtues appear to be relevant within particular professional 
roles. Different textbooks state varying lists of relevant virtues, in relation to occupational purposes. 
The lists presented in Figure 2 below have been developed with specific professional goals for 
healthcare provision in mind. For this reason, we argue that they can be used to inform guidelines for 
practice and recruitment, such as the NHS values, and serve as a helpful framework to evaluate these. 
We do not claim that these lists are exhaustive; we have selected them because their rationales 
lie in careful consideration of historical virtue ethics writings, combined with practical analysis of 
professional purposes and requirements in relation to healthcare delivery: Fowler,[15] for instance, 
studied the literature on early nursing ethics (1870s-1970s), deriving twenty-four main virtues and 
characteristics from a wide range of relevant nursing qualities. Sellman[16] links virtues defined by 
Florence Nightingale, seen as the founder of contemporary nursing, to Aristotelian notions of virtue. 
Supported by Aristotle’s legacy, Pellegrino[17] and Oakley and Cocking[18] include medical virtues 
(“character traits which dispose the physician habitually to act well and wisely with respect to the 
work of medicine, its ends and purposes”[17,p.64] ) linked to the good of the patient in their lists. 
Building on Gilligan’s “Ethics of Care”, Beauchamp and Childress[19] state that caring is the 
fundamental virtue, and, while linking to Aristotle’s ethics, make arguments for five focal virtues that 
are vital to support care provision. Banks and Gallagher[7,p.69] have made a (non-exclusive) selection 
of virtues, based on what they believe “a well-rounded picture of the professional life requires”, 
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listing virtues that promote human flourishing,[10] and virtues which, as argued by MacIntyre[9] may 
help resist institutional corruption.  
 
Commonalities 
 
In order to establish which virtues from these lists are of particular relevance, and, subsequently, 
whether these virtues are sufficiently reflected within the NHS Constitution values, we need to 
examine them in closer detail. Looking at Figure 2, one can conclude that there are commonalities 
between the healthcare virtues listed by different authors.  
 
Care 
 
One of the virtues on Fowler’s[15] historical list is “care”. Banks and Gallagher[7] also list care, 
arguing that this is a relational virtue, necessary for the development of meaningful relationships and 
appropriate responses to, for instance, vulnerability and distress. Drawing from previous work by 
Tronto, they state that care includes attentiveness, responsibility, competence and responsiveness.[7] 
Beauchamp and Childress[19] argue that caring is the fundamental virtue, directing the five other 
(focal) virtues on their list. Based on these writings, we argue that “care” can serve as a foundation for 
other virtues to emerge. 
 
Benevolence/Beneficence 
 
“Benevolence” features on Fowler’s[15] and Pellegrino’s[17] lists. Pellegrino[17] defines it as seeking 
the good of the patient, beyond merely preventing harm. This sometimes requires effacement of self-
interest, as it may cause a loss of time or convenience.[17]  Oakley and Cocking’s[18] notion of 
“beneficence” appears to be similar: they argue that this requires a doctor to focus on patients’ 
psychophysical needs, desiring the removal of their impairments, for their benefit. They also relate 
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beneficence to being sensitive and showing compassion, appreciating the nature of patients’ needs, 
and regarding them as fellow human-beings.[18]  
 
Compassion 
 
“Compassion”, as a virtue, appears on several lists in Figure 2.[15,17,19] Pellegrino[17] argues that 
compassion arises when a physician is able to put him or herself in the position of the patient. This 
can inform approaches to care.[17] Beauchamp and Childress[19] argue that compassion is required to 
develop sympathy, is related to mercy, and is expressed in acts of beneficence, in order to relieve 
suffering. This further supports the idea[18] that compassion and benevolence/beneficence are related 
concepts. 
 
Practical wisdom 
 
Although compassion is regarded as an important healthcare virtue, cautiousness is sometimes 
advised, as compassion may compromise reason and impartiality.[19] Beauchamp and Childress[19] 
argue that literature refers to “detached concern”, or “discernment”, associated with Aristotle’s 
“practical wisdom”, to prevent this.[19] A person of discernment understands what circumstances 
demand, and how and when to apply principles or rules.[19] Notions of such practical wisdom are 
integral to nearly all lists presented in Figure 2.[7,15,17,19] Pellegrino[17] links to intellectual virtues 
defined by Aristotle and their later definition by Thomas Aquinas. According to Pellegrino,[17] 
practical wisdom, defined as “prudence” by Aquinas, is the central intellectual virtue within the 
clinical realm. It refers to the “reasoned capacity to act with regard to the things good for the 
patient”[17,p.78]. Prudence is necessary for the synthesis of intellectual and moral virtues: the 
technically correct of moral virtues and the morally good of intellectual virtues.[17] Sellman[16] relates 
practical wisdom to Nightingale’s notion that nurses should display an intelligent obedience to 
doctors, as she argued that nurses’ own knowledge was insufficient for appropriate care provision. 
Banks and Gallagher[7] state that “professional wisdom” (practical wisdom in a professional 
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context[7]) enables professionals to respond to limitations in rationality, sympathy and resources, and 
express moral virtues appropriately. Based on the descriptions by these different authors, we argue 
that practical wisdom is a crucial overarching virtue, which facilitates a balanced expression of other 
virtues. 
 
Honesty/truthfulness 
 
Conceptions of honesty and truthfulness feature heavily in Figure 2.[15,17,18] Fowler[15] has included 
both “honesty” and “truthful” in her list of historical nursing virtues. According to Pellegrino[17] 
“intellectual honesty” is necessary for medical professionals, as the recognition and disclosure of 
limits to knowledge and skills is required in order for patients to make informed decisions.[16]. A 
similar argument is found in the writings of Oakley and Cocking[18], who state that “truthfulness” is 
required to provide patients with the information necessary for informed consent and autonomous 
decision-making. Sellman[16] links Nightingale’s nursing virtue of “observation” to truthfulness as 
well as trustworthiness, arguing that this relates to noticing matters of importance, so that truthful and 
trustworthy information can be given. As such, we argue that truthfulness requires an awareness of the 
self within the professional role, as well as one’s surroundings. 
 
Trustworthiness 
 
Like conceptions of truthfulness, “trustworthiness” also features in nearly all the lists in Figure 
2.[7,15,18,19] Banks and Gallagher[7] argue that trustworthiness means performing one’s role 
competently, in accordance with professional values and ideals.  Beauchamp and Childress[19] refer to 
Aristotle’s emphasis on trustworthiness, and state that this merits confidence, and promotes the 
professional’s image, contributing to the effectiveness of healthcare. Oakley and Cocking[18] relate 
trustworthiness to making patients feel comfortable in order to disclose intimate details, necessary for 
accurate diagnosis. We believe that the affective relationship between professional and patient is a 
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crucial factor when it comes to healthcare, and that the virtue of trustworthiness is necessary to 
optimise this. 
 
Humility 
 
Although Pellegrino[17] does not explicitly list trustworthiness as a virtue, he discusses the fact that 
medical knowledge is held in trust. He argues that, because of this, “humility” is necessary to ensure 
that the power of medicine is not used to advance personal interests or pride, and that limitations are 
acknowledged. Oakley and Cocking[18] relate humility to the ability to admit errors, concede when 
necessary, acknowledge limits, and seek advice.  
 
Justice 
 
“Justness” appears on Fowler’s[15] list as one of the historical virtues important for the nursing 
profession. Although Banks and Gallagher[7] argue that definitions of “justice” differ, they relate this 
to “a fair allocation of goods and harms between people”. Oakley and Cocking[18] agree with this, 
stating that justice, relates to, for instance, the distribution of care between patients. 
 
Courage 
 
According to Pellegrino[17], “courage” is required to provide care, when contagion is possible (also 
mentioned by Oakley and Cocking[18]), or to go against organisational policies, if these are harmful to 
patients.[17] Fowler’s[15] list features the virtue of courage as well. Banks and Gallagher[7] argue that 
moral courage relates to resisting factors that compromise professional ideals. Relating this to the 
aforementioned matter of dealing with standardised assessment and regulation within the healthcare 
sector, we believe that this virtue is of particular importance. 
 
Integrity 
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Another virtue that appears on Fowler’s[15] historical list is “integrity”. According to Banks and 
Gallagher[7], integrity refers to one’s capacity to hold together and balance the virtues. A link appears 
to exist between integrity and trustworthiness: Beauchamp and Childress[19] acknowledge the 
importance of integrity, as a climate of trust can be endangered in healthcare environments. They 
argue that integrity represents the integration of aspects like emotions, aspirations and knowledge, as 
well as faithfulness to moral values, defending these when needed.[19] We argue that, as such, 
integrity, like practical wisdom, can be seen as an overarching virtue, which helps balance other 
virtues. 
 
Summary 
 
The virtues mentioned above are featured most on the different authors’ lists, and can therefore, 
arguably, be seen as the most relevant virtues for the healthcare professions. Among this is “care”, as 
a foundational virtue, which we believe can underpin the ontogenesis of other virtues. 
“Benevolence”/“beneficence”, “compassion”, “honesty”/“truthfulness”, “trustworthiness”, “humility”, 
“justice”, and “courage” are further common virtues on the lists. We argue that “practical wisdom” 
and “integrity” can be seen as overarching virtues, which do not necessarily – like the foundational 
virtue of care – serve as a basis for other virtues to develop, but can help balance other virtues already 
present, in order for these to be expressed appropriately. 
In addition to this, we would like to argue for the inclusion of the virtue of “respectfulness”. 
Respectfulness appears only on Banks and Gallagher’s[7] list. This could be because “respect” is an 
everyday word with different meanings,[7] making it difficult to define respectfulness in a healthcare 
context. Banks and Gallagher[7] wish to move away from the everyday use of the word “respect” and 
reclaim respectfulness as a professional virtue. They state that respect relates to the acknowledgement, 
preservation and non-destruction of that what is of value, and to engagement, which requires the use 
of self and getting to understand others’ perspectives. Respectfulness, defined as such, can be an 
important additional healthcare virtue. 
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Healthcare virtues and the NHS values 
 
We believe that the NHS values would be more meaningful when framed within a virtue ethics 
approach. While appreciating that relating values to virtues is an interpretative process, we argue that 
the healthcare virtues identified above can serve as a framework for evaluation of the NHS values. We 
aim to establish whether these virtues are represented within the NHS values, to determine whether 
gaps exist, and improvements can be made.   
 
Working together for patients 
 
“Patients come first in everything we do. We fully involve patients, staff, families, carers, 
communities, and professionals inside and outside the NHS. We put the needs of patients and 
communities before organisational boundaries. We speak up when things go wrong.”[3] 
 
“Patients come first in everything we do” and “We put the needs of patients and communities before 
organisational boundaries” can be linked back to the virtue of benevolence/beneficence, as this relates 
to the importance of focusing on patient needs,[18] as well as putting aside one’s own interests to 
benefit patients.[17]  
“Putting the needs of patients and communities before organisational boundaries” and “we 
speak up when things go wrong” can be linked to the important concept of (moral) “courage”, which 
relates to standing up to harmful organisational policies,[17] and resisting factors that compromise 
professional ideals.[7] 
 
Respect and dignity 
 
“We value every person – whether patient, their families or carers, or staff – as an individual, respect 
their aspirations and commitments in life, and seek to understand their priorities, needs, abilities and 
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limits. We take what others have to say seriously. We are honest and open about our point of view and 
what we can and cannot do.”[3] 
 
 “We value every person as an individual” can be related to what Banks and Gallagher[7] refer to as 
“the acknowledgement of value”, a feature of “respectfulness”.  
 “[We] seek to understand [patients’] priorities, needs, abilities and limits” and “we are honest 
and open about our point of view” can be linked to their description of “engagement” – another aspect 
of respectfulness –, requiring the use of self and getting to understand others’ perspectives.[7]  
Being “honest and open about […] what we can and cannot do” can be related to the virtues 
of honesty/truthfulness and humility. As discussed, these virtues relate to the requirement of 
professionals to recognise and point out the limits of their knowledge and skills,[17,18] and to have the 
ability to admit errors, concede when necessary, and seek advice.[18]  
 
Commitment to quality of care 
 
“We earn the trust placed in us by insisting on quality and striving to get the basics of quality of care 
– safety, effectiveness and patient experience – right every time. We encourage and welcome feedback 
from patients, families, carers, staff and the public. We use this to improve the care we provide and 
build on our successes.”[3] 
 
Beauchamp and Childress[19] state that “caring” is the fundamental, directive virtue, consisting of 
compassion, discernment, trustworthiness, integrity and conscientiousness. “Striving to get the basics 
of quality of care – safety, effectiveness and patient experience - right every time” could imply a need 
for discernment, or practical wisdom in particular, as such wisdom relates to understanding what is 
demanded by different circumstances, applying principles and rules, and balancing different 
intellectual and moral aspects,[7,17,19] in order to benefit care. However, no explicit reference to 
practical wisdom is made in the description of the value “Commitment to quality of care”, and the 
exact way in which terminology like “effective” care or “right every time” is supposed to be 
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interpreted is unclear. Therefore, we cannot draw any conclusions as to whether practical wisdom, as 
a virtue, is reflected within the value “Commitment to quality of care”. 
Banks and Gallagher[7] argue that “care” is based on attentiveness, responsibility, competence 
and responsiveness. These are all factors that could potentially contribute to “safety, effectiveness and 
patient experience”, but, due to the ambiguity described above, we are unable to establish whether a 
link can be made. 
“We earn the trust placed in us” can be related to trustworthiness, which corresponds to 
making patients feel comfortable[18] (“patient experience”), and contributes to “effectiveness”,[19] 
although, again, we are unable to conclude what exactly, in the context of the NHS value 
“Commitment to quality of care”, is meant by this term.  
 
Compassion 
 
“We ensure that compassion is central to the care we provide and respond with humanity and 
kindness to each person’s pain, distress, anxiety or need. We search for the things we can do, however 
small, to give comfort and relieve suffering. We find time for patients, their families and carers, as 
well as those we work alongside. We do not wait to be asked, because we care.”[3] 
 
Compassion, as a virtue, has been argued to arise when a professional is able to approach a situation 
from the patient’s perspective.[17] As such, it can influence care provision.[17] “We respond with 
humanity and kindness to each person’s pain, distress, anxiety or need” can be linked back to this. 
The virtue of compassion is also seen in relation to sympathy, mercy and acts to relieve suffering.[19] 
“We search for the things we can do […] to relieve suffering” can be related to this.  
 “We find time for patients, their families and carers […]” can be linked back to the closely 
associated virtue of benevolence/beneficence: seeking the benefit of the patient, even when this 
requires a loss of time or convenience.  
 
Improving lives 
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“We strive to improve health and wellbeing and people’s experiences of the NHS. We cherish 
excellence and professionalism wherever we find it – in the everyday things that make people’s lives 
better as much as in clinical practice, service improvements and innovation. We recognise that all 
have a part to play in making ourselves, patients and our communities healthier.”[3] 
 
Like certain aspects within the description of “Commitment to quality of care”, parts of the 
description of “Improving lives”, such as “we cherish excellence and professionalism” may be related 
to practical wisdom. However, again, no explicit reference to this is made.  
A link might also be made between finding “excellence and professionalism” in “the 
everyday things that make people’s lives better” and notions of benevolence/beneficence, which 
emphasise the importance of seeking the good of patients and focusing on their needs.[17,18] However, 
as “excellence” and “professionalism” can be interpreted in different ways, it is unclear whether such 
a link actually exists. 
 
Everyone counts 
 
“We maximise our resources for the benefit of the whole community, and make sure nobody is 
excluded, discriminated against or left behind. We accept that some people need more help, that 
difficult decisions have to be taken – and that when we waste resources we waste opportunities for 
others.”[3] 
 
“Making sure nobody is excluded, discriminated against or left behind”, appears to relate to notions of 
justice, regarding the care distribution between patients,[18] and, more generally, a fair allocation of 
goods and harms between patients.[7]  
 
Discussion 
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Important concepts from the virtue ethics literature, such as benevolence/beneficence, compassion, 
courage, honesty/truthfulness, humility, trustworthiness, respectfulness and justice appear to be 
represented within the NHS Constitution values. However, some issues merit attention. 
We argue that the description of “Improving lives” is ambiguous: Due to the multiple ways in which 
“excellence” and “professionalism” can be interpreted, it is unclear how this NHS value relates to the 
virtue ethics literature, and, more importantly, what exactly is expected of professionals. To a lesser 
extent, the same applies to “Commitment to quality of care”. For instance, it is unclear what, in the 
context of this value, is meant by the “effectiveness” of care.  
  Building on the selected writings, we have argued that “practical wisdom” and “integrity” are 
overarching virtues, necessary to balance other virtues and express them appropriately. Practical 
wisdom is important, for instance, when there is a need for virtuous goals to shift from broad and 
indeterminate to more specific,[20] and both practical wisdom and integrity are necessary when 
decisions need to be made regarding the expression of two or more conflicting virtues.[20,21] Despite 
the significant position of practical wisdom and integrity within the virtue ethics literature, no explicit 
link to either of these concepts is made within the descriptions of the NHS Constitution values. 
 
Limitations of virtue ethics 
 
Critics of virtue ethics state that the approach is unable to sufficiently explain moral behaviour.[22] For 
instance, a virtuous person can still (occasionally) perform the wrong action.[22] Although we believe 
that values and virtues can precipitate desirable behaviour, we do not argue that they guarantee such 
behaviour. Organisations are not simply the sum of their employees’ characters: psychological 
phenomena, such as attention biases and cognitive dissonance, rather than “bad character” may 
explain care failings, such as those described in the Francis report.[23] Additionally, a possibility of 
corruption exists within institutional contexts.[9] Although certain virtues may serve as protective 
factors,[7,9] virtues themselves, can be either promoted or endangered by environmental aspects.[9] 
Negative ethical climates in clinical environments have been shown to be linked with moral distress in 
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nurses,[24] and to influence principles and behaviours in clinical clerks.[25] This emphasises the 
importance of the circumstances under which professionals operate.  
 
Conclusion 
 
Although we do not think that virtue ethics is all-encompassing, we maintain that character is an 
important factor in guiding and explaining behaviour. Based on our evaluation, we make two 
recommendations for further development of the NHS Constitution values, in order to improve VBR 
strategies underpinned by these. The first recommendation is to redefine “Improving lives”, and 
“Commitment to quality of care”, in order to provide a clearer description of aspects such as 
“excellence”, “professionalism”, and “effectiveness”, which will facilitate their practical 
implementation. Secondly, we argue that practical wisdom and integrity, two important, overarching 
concepts within the virtue ethics literature, should be given an explicit place within the NHS values, 
adding to their comprehensiveness, balance and consolidation. 
We believe that integrating previously published professional virtue ethics literature into the 
process of developing values statements/guidelines can deepen and add meaning to these statements. 
Therefore, we recommend more critical debate in England, and suggest that healthcare policy-makers 
in other countries proceed reflectively, should they wish to follow England’s example, and design a 
recruitment framework for the healthcare professions based on values. 
 
 
Figure 1: The NHS values and their explanation as written in the NHS Constitution[3] 
 
Figure 2: Lists of virtues identified from the literature 
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